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Will  his  return  to  work  mean 
the  return  of  undue  psychic  tension? 

When  it's  mandatory  to  keep  the  post- 
coronary  patient  calm,  consider  Valium  (diazepai 
Although  he's  promised  to  take  it  easy  bac 
on  the  job,  you  know  he's  going  back  to  the  sami 
stressful  circumstances  that  may  have  contribute 
to  his  hospitalization.  If  he  experiences  excessive 
anxiety  and  tension  because  of  overreaction  to 
stress,  your  prescription  for  Valium  can  bring 
relief.  During  the  period  of  readjustment  Valiun 
can  quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5-it 
or  2-mg  Valium  tablets  b. i.d.  to  q.i.d.  can  usually 
provide  reliable  relief.  For  severe  tension/anxiet 
states,  the  10-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia  and  fatigue. 
Until  individual  response  is  determined,  caution  patient  against  driving  or  operatinj 
dangerous  machinery. 

Valium  (diazepam) 
For  the  tense  cardiac  patient  who  must  be  kept  calm 


Before  prescribing,  please  consult 
complete  product  information,  a  sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psy- 
choneurotic states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  symptomatic 
relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersen- 
sitivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
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Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  depend- 
ence. In  pregnancy,  lactation  or  women 
of  child  bearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indi- 
cated in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective 
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Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucin 
tions,  increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  shot 
these  occur,  discontinue  drug.  Isolatt 
reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  functi 
tests  advisable  during  long-term  ther 
Dosage:  Individualize  for  maxin 
beneficial  effect.  Adults-.  Tension,  an) 
and  psychoneurotic  states,  2  to  10  m 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.c 
or  q.i.d.  in  first  24  hours,  then  5  mg  t 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2  to  10  mg  t.i 
or  q.i.d.;  adjunctively  in  convulsive  di 
orders,  2  to  10  mg  b.i.d.  to  q.i.d. 
Geriatric  or  debilitated  patients-.  2  to 
2V2  mg,  1  or  2  times  daily  initially, 
increasing  as  needed  and  tolerated. 
(See  Precautions.)  Children-.  1  to  2V2 
t.i.d.  or  q.i.d.  initially,  increasing  as 
needed  and  tolerated  (not  for  use  unc 
6  months). 

^imnliori-  Valium®  fHia7onaml 
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During  anginal  attacks,  patients  may  suffer  intense 
apprehension.  More  frequently  however,  they  experience  a 
continuing  sense  of  less  severe  but  nonetheless  dispropor- 
tionate anxiety 

Reduction  of  such  clinically  significant  anxiety  is 
important,  since  undue  emotional  stress  may  precipitate 
further  anginal  episodes. 


Adjunctive  Librium  (chlordiazepoxide  HCl)  may  be 
especially  suitable  for  relief  of  clinically  significant 
anxiety  and  emotional  tension  in  anginal  patients 
because  of  its  generally  prompt  therapeutic  effective- 
ness and  wide  margin  of  safety.  In  a  recent  double-blind 
randomized  study,*  Librium  (chlordiazepoxide  HCl) 
was  administered  for  relief  of  moderate  anxiety  in  20 
anginal  patients  seen  in  office  practice  over  a  20-week 
period.  Symptoms  of  emotional  distress  related  to 
anxiety  were  rated  at  base-line,  one  week,  two  weeks 
and  monthly  thereafter.  Relief  was  obtained  notably 
early  in  therapy.  The  clinical  results  demonstrated  that 
Librium  offers  the  coronary  patient  an  antianxiety  drug 
that,  in  the  author's  opinion,  is  both  effective  and  safe. 
In  general  use,  the  most  common  side  effects  reported 
have  been  drowsiness,  ataxia  and  confusion, 
particularly  in  the  elderly  and  debilitated.  (See 
summary  of  prescribing  information.) 
Librium  (chlordiazepoxide  HCl)  is  used  concomitantly 
with  certain  specific  medications  of  other  classes  of 
drugs,  such  as  cardiac  glycosides,  diuretics  and  antihy- 
pertensive agents,  whenever  anxiety  is  clinically  signifi- 
cant. The  drug  should  be  discontinued  after  anxiety  has 
been  reduced  to  appropriate  levels. 


The  positive  power  of 
adjunctive 

Librium8 

(chlordiazepoxide  HCl) 

10-mg;  25-mg  capsules 
up  to  100  mg  daily 


for  moderate 

to  severe  anxiety 

accompanying  angina  pectoris 


Before  prescribing,  please  consult  complete  product 
information,  a  summary  of  which  follows : 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or 
accompanying  various  disease  states. 

Contraindications :  Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating  machinery,  driving).  Though 
physical  and  psychological  dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions :  In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Para- 
doxical reactions  (e.g.,  excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients  and  hyperactive  aggres- 
sive children.  Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures  necessary.  Variable 
effects  on  blood  coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship has  not  been  established  clinically. 

Adverse  Reactions :  Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in 
most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a  few  instances 
syncope  has  been  reported.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido  — all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy. 
Supplied  :  Librium®  Capsules  containing  5  mg,  10  mg  or  25  mg 
chlordiazepoxide  HCl.  Libritabs®  Tablets  containing  5  mg,  10  mg 
or  25  mg  chlordiazepoxide. 

*Levine,  S.:  "Angina  Pectoris  and  Emotional  Overlay,"  Scientific 
Exhibit  presented  at  the  Annual  Meeting  of  the  Maine  Medical 
Association,  Kennebunkport,  Me.,  June  13-15,  1971. 

A  copy  of  the  Levine  study  may  be  obtained  from  your 
Roche  representative. 
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nULriL    x   Division  of  Hoffmann- 
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OVERVIEW 


COUNCJI  DElibERATES  AluiVINI  ISSUES 


This  report  appears  at  this  late 
date  because  the  deadline  for  sub- 
mission of  copy  for  the  November- 
December  issue  of  the  Alumni 
Bulletin  had  passed  when  the  typed 
transcript  of  the  Council  meetings 
became  available. 

The  Council  met  on  October  6 
and  7,  1972.  Those  present  were 
John  H.  Talbot  '28,  President; 
Claude  E.  Welch  '32,  President- 
Elect;  Maxwell  Finland  '26,  Past- 
President;  James  H.  Jackson  '43A, 
Vice  President;  Carl  W.  Walter  '32, 
Treasurer;  Perry  J.  Culver  '41, 
Director  of  Alumni  Relations;  and 
George  S.  Richardson  '46,  Editor  of 
the  Harvard  Medical  Alumni  Bul- 
letin. 

Councillors  in  attendance  in- 
cluded: W.  Gerald  Austin  '55, 
Roman  DeSanctis  '55,  Samuel  L. 
Katz  '52,  John  W.  Littlefield  "47, 
John  W.  Singleton  '57,  and  William 
W.  Southmayd  '68. 

Absent  were:  Franz  J.  Inglefinger 
'36,  Secretary,  and  Councillors 
Daniel  D.  Federman  '53,  John  W. 
Kirklin  '42,  and  Jesse  E.  Thompson 
'43A.  Gordon  A.  Donaldson  '35, 
Representative  to  Associate  Harvard 
Alumni  was  meeting  with  the 
A.H.A.  at  this  same  time  and  could 
not  be  at  the  Council  meeting. 

Others  present  and  participating 
in  the  discussions  include  Robert 
H.  Ebert,  Dean;  Henry  C.  Meadow, 
Associate  Dean;  Miss  Beverly  Ben- 
nett, Assistant  Dean  for  Resources; 
Mr.  Joseph  C.  Donnelly,  Director 
of  Development;  Miss  Joan  F. 
Rafter,  Managing  Editor  of  the 
Bulletin;  and  Stephen  E.  Goldfinger, 
Acting  Associate  Dean  for  Con- 
tinuing Education. 

The  fall  meeting  of  the  Council 
occurred  in  conjunction  with  meet- 
ings of  the  Alumni  Councils  of 
other  Faculties  of  Harvard  Univer- 


sity and  Directors  of  the  Associate 
Harvard  Alumni.  A  plenary  session 
for  all  was  devoted  to  the  develop- 
ment of  continuing  education  pro- 
grams for  Alumni  throughout  the 
various  faculties.  By  way  of  historic 
interest,  this  is  the  centennial  year 
for  continuing  education  at  the 
Harvard  Medical  School,  a  program 
which  was  initiated  as  courses  for 
graduates  in  1  872. 

Discussions  at  the  business  meet- 
ings of  the  Harvard  Medical  Alumni 
Council  were  wide-ranging,  vigor- 
ous, critical,  and  constructive.  Some 
of  the  more  important  topics  will 
now  be  briefly  summarized. 

Dr.  George  Richardson,  in  re- 
porting on  the  Bulletin,  stated  that 
sofar,  in  response  to  the  first  solicita- 
tion for  tax-deductible  voluntary 
contributions,  $1,580  or  less  than 
3%  of  the  budget  for  the  Bulletin  had 
been  received.  This  was  an  en- 
couraging beginning  but  158  con- 
tributors from  over  6,000  alumni 
seemed  rather  small.  Solicitations 
will  be  made  twice  a  year  via  an  in- 
sert in  the  Bulletin.  It  was  sug- 
gested that  a  study  be  made  to  see  if 
there  were  some  among  the  con- 
tributors to  the  Bulletin  who  had 
not  given  to  the  Harvard  Medical 
Alumni  Fund. 

Final  results  of  Annual  Giving 
by  Alumni  for  1971-72  were  dis- 
cussed briefly.  The  total  $3 1 9,0 1  1 . 1  2 
compares  very  favorably  with  the 
amounts  contributed  in  previous 
years;  but  this  was  given  by  3, 1 22  of 
6,472  Alumni  or  a  participation  of 
only  48%.  In  the  decade  from  1959 
to  1968,  participation  in  Alumni 
giving  ranged  between  62%  to  70% . 
Since  1 969,  it  has  fallen  off  to  5  I  %  - 
54%  andnow48%  .  Anumberof sug- 
gestions were  made  to  explain  this 
trend. 

Student  activism,  along  with  the 


demonstrations  and  disruptions 
since  the  spring  of  1968  have  alien- 
ated a  number  of  alumni  at  most 
universities.  This  has  been  a  definite 
factor,  but  how  significant  is  not 
known  for  the  Harvard  Medical 
Alumni. 

Another  fairly  specific  reason  for 
lessened  participation  could  be  the 
fact  that  with  ever  increasing  costs 
of  a  medical  education,  the  number 
of  graduates  having  a  loan  in- 
debtedness has  increased  from  lA 
to  %  of  the  class  during  the  last  10 
years;  and  the  size  of  the  individual 
debt  has  more  than  tripled.  A 
sampling  of  opinion  among  recent 
graduates  has  brought  out  a  feeling 
of  resentment  at  receiving  an  appeal 
for  annual  giving  to  the  Medical 
School  when  they  are  also  receiving 
regular  notices  of  payments  due  on 
their  loans.  At  the  same  time,  some 
of  those  who  had  completed  repay- 
ment of  their  loans  felt  a  sense  of 
gratitude  and  were  ready  to  make 
contributions. 

Analysis  of  the  great  variation  in 
percentage  participation  among  the 
classes  suggested  that  vigor  and 
effectiveness  of  the  class  agents  is  an 
important  factor  in  participation. 
The  Council  suggested  that  there  be 
a  committee  to  study  what  were  the 
reasons  for  those  who  stopped  giv- 
ing; what  factors  affected  the  at- 
titudes of  younger  alumni  toward 
the  school;  and  how  to  develop  more 
effective  class  agents  and  solicita- 
tions. 

Speculation  about  reasons  for  the 
changing  attitudes  of  the  current 
medical  students  and  recent  gradu- 
ates lead  to  a  long  and  free-wheeling 
discussion  about  the  curriculum,  stu- 
dent life,  and  changing  values.  A 
number  of  possibilities  were  ex- 
plored. Dean  Ebert  reported  that  he 
had  just  had  a  meeting  with  some  of 


the  students  from  the  Student-Fac- 
ulty Committee  and  they  too  were 
much  concerned  about  loyalty  to 
the  class  and  lack  of  interest  in  the 
non-academic  activities  of  the  class. 
The  president  of  the  fourth  year 
class  had  arranged  beer  parties  and 
outings  but  had  very  poor  atten- 
dance at  these  functions.  A  small 
committee  of  the  fourth  year  class 
has  tried  to  produce  the  1973 
Aesculapiad  but  has  given  up  be- 
cause of  lack  of  interest  for  a  year- 
book by  the  majority.  Expressions 
of  much  greater  feelings  of  loyalty 
to  one's  college  than  to  the  Medical 
School  seems  commonplace. 

Among  reasons  for  these  changes 
in  the  students  may  be  the  greater 
heterogeneity  of  backgrounds  and 
interests  of  medical  students  nowa- 
days as  more  minority  group  stu- 
dents and  females  are  admitted  to 
the  School.  The  medical  school  class 
is  no  longer  a  homogeneous,  all-male 
"club."  The  present  curriculum 
provides  for  only  three  semesters  of 
all-class  meetings.  After  the  middle 
of  the  second  year,  students  go  their 
separate  way  and  may  never  see 
some  of  their  classmates  again.  With 
this  type  of  curriculum,  it  is  im- 
possible for  those  30  to  35  students 
who  transferred  into  the  third  year 
to  even  become  an  integral  part  of 
any  class  spirit,  if  there  is  any. 

A  considerably  larger  student 
body  has  made  it  impossible  for 
most  of  the  single  students  to  live  in 
Vanderbilt  Hall,  which  used  to  be 
the  spawning  bed  for  close  and  life- 
long friendships  among  the  majority 
of  the  class.  Now  pressures  for 
room  in  Vanderbilt  has  resulted  in  a 
policy  of  priority  for  female  and 
first  year  students.  All  others,  in- 
cluding the  increasing  number  of 
married  students,  find  apartments  or 
rooms  scattered  widely  throughout 
greater  Boston.  Thus  living  arrange- 
ments impede  the  development  of 
social  cohesiveness  of  a  medical 
school  class.  One  hopeful  note  was 
the  report  of  Mr.  Meadow  that  there 
are  plans  for  the  construction  of 
housing  near  the  medical  school 
which  will  make  many  apartments 
available  for  HMS  students. 


In  planning  for  the  election  of 
officers  and  councilors  for  next  year, 
there  was  considerable  discussion 
about  ways  to  avoid  a  self-per- 
petuating council.  In  order  to  in- 
crease diversity  among  both  the 
members  of  the  nominating  com- 
mittee and  candidates  for  office, 
recommendations  for  names  have 
been  solicited  from  alumni  in  all 
parts  of  the  country.  When  regional 
alumni  groups  become  better  organ- 
ized, they  will  become  a  source  of 
potential  candidates. 

Appointed  by  President  Talbot  to 
the  Committee  of  Five  to  recom- 
mend nominees  for  councilors  were; 

W.  Gerald  Austin  '55,  Chairman 

David  E.  Kopans  '38 

Hugo  D.  Smith  '47 

Eleanor  G.  Shore  '55 

Joseph  L.  Dorsey  '64 

For  the  Committee  of  three  to 
nominate  officers  were: 

Maxwell  Finland  '26,  Chairman 

John  A.  Schilling  '41 

John  C.  Nemiah  '43B 
Dr.  Stephen  E.  Goldfinger  pre- 
sented an  excellent  and  critical  re- 
view of  continuing  education  activi- 
ties now  sponsored  by  the  Harvard 
Medical  School.  Approximately  40 
courses,  lasting  from  one  day  to  one 
month  are  attended  yearly  by  some 
3,000  students  from  all  over  the 
world.  In  addition  to  courses,  dur- 
ing the  last  5  years,  there  has  been 
developed  an  innovative  program 
involving  7  local  community  hos- 
pitals whereby  the  educational  con- 
tent of  the  teaching  effort  was  based 
upon  assessment  of  the  specific  edu- 
cational needs  of  the  physicians  in  a 
particular  hospital  by  review  of 
records  and  cases.  Such  patient  care 
audit  has  resulted  in  continuing  edu- 
cation that  is  much  more  relevant 
and  interesting  to  the  hospital  staff. 

Dr.  Goldfinger  also  emphasized 
the  importance  of  evaluation  of  con- 
tinuing education  by  review  of  its 
impact  upon  improvement  in  patient 
care  and  the  habits  of  practice  of 
physicians.  This  form  of  evaluation 
was  much  more  indicative  of  success 
than  measurements  of  attendance, 
applause,  tuition  fees  or  results  of  be- 
fore and  after  student  examination. 


Following  the  presentation,  the 
Alumni  Council  addressed  itself  to 
the  question  of  what  the  Faculty  of 
the  Harvard  Medical  School  or  the 
Alumni  Association  might  do  to 
provide  unique  continuing  educa- 
tion opportunities  for  alumni.  The 
most  negative  point  of  view  was  that 
there  already  are  too  many  con- 
tinuing education  courses  available 
to  all  physicians  so  why  do  anything. 
Another  thought  was  to  take  some 
courses  to  regional  groups  of  alumni 
using  local  alumni  experts  together 
with  some  of  the  faculty  from  the 
Medical  School.  Concern  was  ex- 
pressed about  a  possible  suggestion 
of  arrogance  that  might  be  engen- 
dered by  this  technique;  but  some 
councillors  favored  trying  it. 

At  the  plenary  session  of  all 
Alumni  Councils,  one  speaker  told 
of  the  exciting  and  productive  re- 
sults of  bringing  alumni  of  varying 
ages  back  into  the  classroom  with 
undergraduate  students.  As  a  result 
of  this  report,  the  Medical  Alumni 
Council  discussed  the  possibility  of 
having  a  small  number  of  alumni 
come  back  to  participate  with  the 
medical  students  in  selected  courses, 
such  as  units  of  pathophysiology. 

After  further  prolonged  discussion 
of  other  possibilities,  the  Council 
arrived  at  a  consensus  that  an  effort 
should  be  made  to  develop  a  multi- 
disciplinary  symposium  about  some 
broad  topic  such  as  infection  or  im- 
munology. This  would  involve  both 
the  basic  science  departments  and 
the  various  specialties  at  the  teach- 
ing hospitals.  Such  a  symposium 
might  be  held  in  conjunction  with 
Alumni  Day.  Plans  for  this  will  be 
reported  later. 

A  list  of  other  items  considered 
by  the  council  included: 

A  placement  service  for  alumni;  a 
regular  program  of  visitation  by 
medical  students  to  the  homes  and 
practices  of  alumni;  the  possibility 
of  elective  preceptorships  under 
alumni  for  medical  students;  and 
the  need  to  develop  a  network  of 
corresponding  secretaries  to  increase 
and  improve  alumni  notes  for  the 
Bulletin. 

Perry  J.  Culver  '41 


IsSElbAC^ER  AwARGjEd 

MAlliNckRodT  C^AJR 

Kurt  J.  Isselbacher  '50  has  been 
named  the  Mallinckrodt  Professor  of 
Medicine  at  Harvard  Medical  School . 
Dr.  Isselbacher  is  chief  of  the  gas- 
trointestinal unit  at  Massachusetts 
General  Hospital  and  chairman  of 
the  executive  committee  of  the  de- 
partments of  medicine  at  HMS. 

An  outstanding  clinical  imesti- 
gator  in  the  field  of  gastroenterology. 
Dr.  Isselbacher  is  held  in  high  re- 
gard for  his  major  contributions  in 
the  areas  of  basic  science  and  clinical 
medicine.  His  scientific  contribu- 
tions primarily  have  been  concerned 
with  metabolic  problems  and  vital 
physiologic  processes  involving  the 
liver  and  intestinal  tract.  In  the  mid- 
196()'s,  he  and  his  associates  de- 
scribed a  hitherto  unrecognized 
genetic  disorder  of  amino  acid  me- 
tabolism, isovaleric  acidemia,  which 
results  in  mental  retardation  and 
episodes  of  coma.  He  has  also  clari- 
fied the  biochemical  steps  in  intes- 
tinal fat  absorption  and  has  demon- 
strated the  role  of  proteins  and  pro- 
tein synthesis  in  the  transport  of 
lipids  by  the  inner  lining  of  the  in- 
testines. Whileat  the  NIH  ( 1953-56). 
Dr.  Isselbacher.  with  Dr.  Herman 
Kalckar,  now  professor  of  medicine 
at  HMS,  was  the  first  to  recognize 
and  describe  the  defect  in  the  heredi- 
tary disease,  galactosemia,  and  de- 
veloped a  specific  enzymatic  test  for 
diagnosing  the  disease  at  birth  before 
any  mental  retardation  occurs. 

As  a  teacher  at  the  graduate  as 
well  as  the  postgraduate  level  at 
HMS,  Dr.  Isselbacher  is  in  charge  of 
the  second-year  course  in  gastro- 
intestinal pathophysiology  and  has 
been  active  in  the  teaching  of  an  elec- 
tive course  on  the  biology  and  bio- 
chemistry of  disease  for  third  and 
fourth-year  students.  He  is  also  in 
charge  of  the  gastrointestinal  section 
of  the  postgraduate  course  in  internal 
medicine  given  annually  at  the  MGH 
under  the  auspices  of  the  department 
of  continuing  education  at  HMS. 

The  Mallinckrodt  Chair  is  one  of 
several  established  by  the  University 


Dr.  Isselbacher 

honoring  the  late  Edward  Mallinck- 
rodt. Jr..  a  St.  Louis  manufacturing 
chemist.  Mr.  Mallinckrodt,  who  died 
in  1967,  was  an  active  Harvard 
alumnus  and  one  of  the  great  bene- 
factors of  the  University. 

Dr.  Isselbacher's  professorship  is 
the  second  Mallinckrodt  Chair  to  be 
established  in  the  Faculty  of  Medi- 
cine. In  January  1969,  David  G. 
Freiman,  M.D.,  was  named  the  Mal- 
linckrodt Professor  of  Pathology. 

OHMO  Grant 
Saves  HCSP 

The  largest  grant  in  the  history 
of  the  Harvard  University  Summer 
School  has  been  received  from  the 
Office  of  Health  Manpower  Oppor- 
tunity (OHMO),  Department  of 
Health,  Education  and  Welfare. 

The  $1,135,000  three-year  grant 
will  support  the  Health  Career  Serv- 
ices Program,  which  gives  minority 
group  students  premedical  training 
and  career  counseling  in  the  health 
professions.  (See  HMAB,  Sept. -Oct., 
1972)  The  grant,  $371,089  in  its 
first  year,  provides  the  funds  needed 
to  support  I  50  students  for  each  of 
the  next  three  years. 


OHMO  also  gave  partial  support 
to  the  program  in  1972  with  a  con- 
tract grant  of  $  1 00,000. 

Only  5.7  percent  of  medical 
school  students  throughout  the 
country  last  year  were  members  of 
minority  groups.  In  a  letter  thanking 
OHMO  for  the  grant,  program  di- 
rector Thomas  Crooks  said,  "If  mi- 
nority groups  are  not  now  given 
special  support,  the  percentage  of 
their  involvement  in  the  health  care 
professions  will  drop  even  more  over 
the  next  generation." 


HMS  To  llMTRoduCE 

New  GracIe  SysTEM 

A  four-point  grading  system,  in- 
dependent of  letter  grades,  will  be 
introduced  at  HMS  this  fall.  The 
new  evaluation  scales  supplant  a 
"Satisfactory- Incomplete"  grading 
system  that  has  been  in  effect  since 
September.  1970.  The  new  system 
will  affect  onl>  first  year  medical 
and  dental  students  at  the  outset, 
and  will  not  affect  any  students  cur- 
rently enrolled  in  the  Medical  School 
or  School  of  Dental  Medicine. 

As  formally  adopted  by  the  Fac- 
ulty of  Medicine  at  its  December 
meeting,  student  evaluations  will  be 
recorded  in  one  of  the  following 
categories;  excellent,  satisfactory, 
marginal,  and  unsatisfactory.  It  was 
also  voted  that  marginal  and  unsatis- 
factory ratings  could  be  removed 
from  a  student's  record  by  fulfill- 
ment of  remedial  programs  accept- 
able to  the  Promotion  Board  of  the 
Faculty  of  Medicine.  Additional 
evaluation,  in  the  form  of  a  written 
statement  by  individual  instructors, 
also  is  encouraged. 

Continued  confidentiality  of  stu- 
dents' records  is  assured  under  the 
new  system.  The  evaluations,  re- 
corded in  the  Registrar's  Office,  will 
be  made  available  to  the  student,  his 
tutor,  the  Promotion  Board  and  to 
members  of  the  Faculty  concerned 
with  necessary  subsequent  evalua- 
tion. The  records  will  be  made  avail- 
able to  others  only  on  the  specific 
request  of  the  student. 


MuUiplE  BmdqES  NeecJecJ 
to  UpqRAdE  Nation's  HeaIth 


Neglect  of  social  and  environ- 
mental factors  by  academic  health 
centers  is  partly  responsible  for  the 
unsatisfactory  state  of  the  nation's 
health,  according  to  Howard  H. 
Hiatt  '48,  dean  of  the  Harvard 
School  of  Public  Health. 

Speaking  at  the  annual  meeting  of 
the  Association  of  American  Medical 
Colleges,  Dr.  Hiatt  called  for  "mul- 
tiple bridges"  between  the  health 
sciences  and  a  variety  of  other  groups 
in  universities,  and  challenged  aca- 
demic medical  scientists  and  educa- 
tors to  recognize  their  own  inability 
to  solve  some  of  the  most  crucial 
health  problems  in  America  today 
without  the  help  of  the  best  scholars 
in  such  non-medical  fields  as  law, 
economics,  business  administration, 
and  engineering. 

Dr.  Hiatt  backed  up  his  emphasis 
on  the  importance  of  non-medical 
factors  in  the  total  health  picture  by 
reporting  the  replies  of  medical 
school  professors  whom  he  asked  to 
list  the  "most  pressing  unsolved 
health  problems  now  confronting 
academic  health  institutions  and  so- 
ciety." Although  all  of  those  ques- 
tioned are  engaged  in  research  on 
categorical  disease  or  fundamental 
biologic  phenomena,  their  answers 
revealed  awareness  that  much  broad- 
er problems  must  be  attacked.  Their 
health  priorities  are: 

mental  disorders,  both  their 
etiology  and  management; 
the  behavioral  aspects  of  health 
maintenance  such  as  tobacco,  diet, 
alcohol,  drugs,  and  accidents; 
geriatric  and  other  chronic  ill- 
nesses; 

population  control,  including 
quantitative  and  qualitative  (gen- 
etic and  environmental)  aspects; 
difficulties  in  access  to  health 
care;  and 

the  effects  of  poverty  and  other 
environmental  factors  on  health. 

The  list  clearly  suggests  the  great 
disparity  between  the  problems  listed 
as  critical  by  leaders  in  American 
medicine,  and  the  research  problems 


commanding  principal  attention  in 
the  institutions  with  which  they  are 
associated. 

One  factor  common  to  several 
problems  on  the  list,  Dr.  Hiatt 
pointed  out,  is  that  little  information 
exists  concerning  their  underlying 
biologic  bases.  It  is  equally  clear, 
he  continued,  that  significant  prog- 
ress cannot  await  understanding  of 
biologic  basis.  "One  of  our  major 
mistakes  in  recent  decades  has  been 
to  assume  that  our  responsibilities 
began  and  ended  with  biologic  re- 
search and  its  application  to  indi- 
vidual patients.  It  was  (and  is)  un- 
reasonable to  expect  that  health  pro- 
fessionals, as  they  have  been  edu- 
cated in  the  past,  could  apply  the 
breadth  of  expertise  required  by 
complex  health  problems.  On  the 
other  hand,  with  rare  exceptions, 
members  of  other  disciplines  were 
not  in  a  position  to  take  leadership 
in  applying  their  knowledge  to  the 
health  fields.  The  neglect  that  has 
resulted  explains  in  part  our  current 
difficulties  in  the  health  sphere." 

Are  these  problems  properly  with- 
in the  realm  of  an  academic  health 
center? 

Most  definitely,  according  to  Dr. 
Hiatt,  however,  if  the  center  should 
decide  otherwise,  he  believes  its 
minimal  obligation  is  to  insure  that 
some  groups  within  society  do  re- 
gard these  problems  as  within  their 
bailiwick. 

Plans  for  an  attack  on  the  prob- 
lems, he  said,  should  include  input 
from  a  wide  variety  of  disciplines  — 
economics,  public  policy,  sociology, 
business  management,  statistics,  de- 
cision theory,  education,  engineer- 
ing, law,  and  ethics. 

In  approaching  the  health  prob- 
lems, Dr.  Hiatt  stressed  that  aca- 
demic health  centers  must  also  turn 
to  the  community  as  a  place  to  carry 
out  patient  care  research,  not  that 
the  center  should  take  on  major  serv- 
ice functions,  but  its  role  should  in- 
clude the  creation  of  new   institu- 


tional mechanisms  whereby  the  in- 
tellectual strength  of  the  university 
might  be  made  available  to  federal, 
state,  and  local  governments.  An- 
other important  objective  is  a  public 
education  program  designed  to  as- 
sure an  ongoing  dialogue  between 
the  faculties  of  the  center  on  the  one 
hand,  and  society  and  its  elected  rep- 
resentatives on  the  other. 

"We  have  seen  major  achieve- 
ments in  medical  research  in  recent 
years.  The  deficiencies  have  been 
largely  of  omission:  the  absence  of 
any  overall  health  research  policy; 
inadequate  evaluation  of  the  bene- 
fits and  costs  of  clinical  procedures; 
failure  to  appreciate  and  communi- 
cate to  society  the  effects  of  social 
factors  on  health;  reluctance  to  be- 
come involved  in  patient  care  re- 
search and  in  development.  A  key 
question,"  he  re-emphasized,  "is  not 
whether,  but  how,  the  academic 
health, center  can  take  on  these  re- 
sponsibilities without  neglecting  its 
continuing  critical  role  in  biologic 
investigations." 


AIuminus  Revjevx/s 
MjtraI  Stenosjs 

Harvard  alumnus,  Richard  A. 
Carleton  '55,  professor  of  medicine 
at  the  University  of  California,  San 
Diego,  and  director  of  cardiology, 
San  Diego  Veterans  Administration 
Hospital,  was  recently  chosen  the 
eighth  Lawrence  B.  Ellis  Lecturer 
in  the  Harvard  Medical  Unit  at  the 
Boston  City  Hospital. 

The  Ellis  Lectureship  was  es- 
tablished by  students,  associates, 
and  friends  of  Laurence  B.  Ellis  '26 
in  recognition  of  his  many  contribu- 
tions to  cardiovascular  medicine. 
Dr.  Ellis  holds  the  position  of  clini- 
cal professor  of  medicine,  emeritus, 
at  HMS. 

Dr.  Carleton  began  his  lecture 
on  "Pathophysiologic  Derange- 
ments of  Mitral  Stenosis"  with  the 
question:  "What  is  the  mechanism 
of  the  deleterious  role  of  atrial  fibril- 
lation in  mitral  stenosis?"  A  series 
of  patients  with  mitral  stenosis  and 


atrial  fibrillation  were  studied  after 
cardioversion.  In  the  group  as  a 
whole,  heart  rate  decreased,  but 
there  were  no  significant  changes  in 
cardiac  output  either  at  rest  or  dur- 
ing exercise.  When  the  group  was 
subdivided  according  to  initial  heart 
rate,  however,  it  became  evident 
that  cardiac  output  in  patients  with 
heart  rates  greater  than  100  in- 
creased after  cardioversion,  both  at 
rest  and  during  exercise. 


Next,  Dr.  Carleton  presented  an 
elegant  series  of  studies  showing  that 
normal  atrial  contraction  played  a 
minor  role  in  compensating  for  left 
ventricular  inflow  obstruction. 

The  role  of  heart  rate  as  a  limiting 
factor  in  the  circulation  of  patients 
with  mitral  stenosis  was  then  studied. 
Dr.  Carleton  concluded  that  tachy- 
cardia was  more  deleterious  to  the 
patient  with  mitral  stenosis  than 
atrial  fibrillation. 


Tachycardia,  however,  did  not  ex- 
plain all  disability.  Thus,  Dr.  Carle- 
ton initiated  a  search  for  a  myocardi- 
al factor  originally  proposed  by 
Fleming,  and  concluded  that  ab- 
normal left  ventricular  function 
must  be  added  to  left  ventricular  in- 
flow obstruction  as  a  cardinal  feature 
of  mitral  stenosis,  and  may  account 
for  some  failures  of  surgical  treat- 
ment and  postoperative  complica- 
tions. 


PROMOTIONS  AINld  AppOJNTMENTS 


pRofESSOR 

Aldo  Castaneda:  surgery 

Daniel  D.  Federman  '53:  medicine 

Roger  T.  Kelleher:  psychobiology  in  the  department  of 

psychiatry  at  New  England  Regional  Primate 

Research  Center 
Janet  W.  McArthur:  obstetrics  and  gynecology  at 

Massachusetts  General  Hospital 
Hugo  W.  Moser:  neurology  at  MGH 
Morris  Simon:  radiology  at  Beth  Israel  Hospital 
Morton  N.  Swartz  '47:  medicine 
Austin  L.  Vickery:  pathology  at  MGH 

ASSOCIATE  pRofESSOR 

Dav  id  W.  Allen  '54:  medicine 

Thomas  L.  Benjamin:  pathology 

Herbert  Benson  '61 :  medicine 

Michael  A.  Bratt:  microbiology  and  molecular  genetics 

Nina  S.  Braunwald:  surgery  at  Peter  Bent  Brigham 

Hospital 
John  J.  Collins,  Jr.:  surgery  at  PBBH 
I.  John  Davies:  obstetrics  and  gynecology  at  Boston 

Hospital  for  Women 
Pierce  Gardner  '61 :  medicine  at  BIH 
Irma  P.  Gigli:  dermatology 
Aaron  Lazare:  psychiatry  at  MGH 
Frederick  Naftolin:  obstetrics  and  gynecology 
Michael  N.  Oxman  '63:  microbiology  and  molecular 

genetics 
Carl  W.  Pierce:  pathology 
Daniel  C.  Shannon:  pediatrics  at  MGH 
Richard  C.  Talamo:  pediatrics 
Alfred  L.  Weber:  radiology  at  MGH 

ASSOCIATE  clilNiCAl  pRofESSOR 

Lloyd  E.  Hawes  '37:  radiology 
Thomas  C.  Peebles  '5 1 :  pediatrics 
Carter  R.  Rowe  '33:  orthopedic  surgery 
Roe  Wells:  medicine 


ASSJSTANT  pRofESSOR 


Americo  A.  Abbruzzese:  medicine  at  PBBH 

Anthony  R.  Bellve:  physiology 

Robert  S.  Brown:  medicine 

David  M.  Bull:  medicine 

Charles  W.  Cummings:  otolaryngology  at  Massachusetts 

Eye  and  Ear  Infirmary 
Jeffrey  A.  Gottlieb  '66:  medicine 
Lewis  Landsberg:  medicine 
Barry  W.  Lev  me  '65:  medicine  at  MGH 
James  C.  McFarland:  medicine  at  Cambridge  Hospital 
Hugh  B.  McNamee:  psychiatry  at  Boston  City  Hospital 
David  Miller:  ophthalmology  at  BIH 
John  A.  Parrish:  dermatology 
Alberto  Ramirez:  medicine  at  BCH 
Robert  R.  Rando:  pharmacology 
B.  Dianne  Moore  Smith:  physiology 
Samuel  Ward:  biological  chemistry 
Harold  A.  Wilkinson:  surgery  at  BIH 

ASSJSTANT  cliNICAl  pRofESSOR 

William  F.  Beuscher:  psychiatrj 
Robert  E.  Desautels  '46:  surgery 
Emmanuel  Deutsch:  medicine 
Angelo  J.  Eraklis  '58:  surgery 
Charles  A.  Fager:  surge rv 
H.  Howard  Goldstein:  medicine 
Bernard  S.  Levy:  psychiatry 
Robert  H.  Lofgren:  otolaryngology 
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O  you  think  of  "drug  abuse" 
when  you  think  of  "What's  wrong 
with  America  today?"  If  so,  you  will 
be  interested  to  hear  what  Harvard 
Medical  School  alumni  and  faculty 
think  about  it,  and  what  they  are 
doing  to  ameliorate  it.  To  learn 
about  the  problem,  the  Bulletin  in- 
terviewed six  people  who  are  work- 
ing in  the  field  of  addiction,  to  drugs 
and  to  alcohol,  and  this  is  their  story. 

The  use  and  abuse  of  drugs,  in 
general,  is  an  emotionally-charged 
issue.  More  than  any  other  drug, 
marihuana  has  been  the  victim  of  ir- 
rationality, and  a  considerable  share 
of  the  blame  for  this,  according  to 
Lester  Grinspoon  '55,  associate 
clinical  professor  of  psychiatry  and 
director  of  psychiatry  (research)  at 
Massachusetts  Mental  Health  Cen- 
ter, can  be  laid  at  the  AMA's  door. 
Since  1945,  they  have  clearly  been 
biased,  not  only  in  their  position 
papers  and  editorial  statements,  but 
also  in  the  papers  accepted  for  pub- 
lication in  the  JAMA.  Thus,  they 
have  done  much  to  provide  the  quasi- 
scientific  underpinnings  for  the 
myths  that  surround  marihuana. 

What  are  some  of  the  myths? 
That  marihuana  is  addicting;  it  leads 
to  the  use  of  hard  drugs,  sexual  ex- 
cess, violence,  crime,  anti-social  be- 
havior; its  users  are  lazy  and  fall 
preytoan"amotivational  syndrome." 
It  seems  to  be  futile  to  ask  people  to 
give  up  these  myths  when  8  1  percent 
of  the  nation  agrees  with  President 
Nixon's  TV  statement  that  mari- 
huana smoking  leads  to  the  use  of 
hard  drugs  and  49  percent  believe 
that  marihuana  is  a  more  serious 
problem  than  heroin. 
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Where  the  myths  originated  is  dif- 
ficult to  pinpoint,  but  Dr.  Grinspoon 
suggests  that  they  tend  to  be  identi- 
fied with  the  people  who  used  mari- 
huana in  the  early  decades  of  the 
20th  century,  when  it  first  appeared 
from  Mexico  as  the  chopped  pistil- 
late and  staminate  tops  and  leaves  of 
the  Indian  hemp  plant.  These  were 
the  Spanish-speaking  and  Black 
populations.  The  bigotry  that  existed 
then  made  it  easy  for  people,  per- 
haps through  the  unconscious  process 
of  displacement,  to  assign  to  mari- 
huana some  of  the  attributes  it  still 
lives  with  today.  This  type  of  bigotry 
is  still  a  viable  force  in  America, 
and  is  perhaps  the  reason  people 
find  it  so  difficult  to  forsake  the 
myths,  despite  the  growing  dissemi- 
nation of  knowledge  about  the  sub- 
ject. 

The  recent  Report  of  the  National 
Commission  on  Marihuana  and  Drug 
Abuse  has  done  much  to  demytholo- 
gize  marihuana.  The  Commission 
went  so  far  as  to  conclude  that  mari- 
huana is  a  relatively  harmless  sub- 
stance; certainly  less  harmful  than 
alcohol  or  cigarettes. 

But  for  Dr.  Grinspoon,  the  report 
did  not  go  far  enough.  One  of  the 
things  he  criticizes  is  its  insistence 
that  the  chronic  heavy  user  is  at  risk. 
This  is  an  unknown  at  this  point  in 
time.  The  Commission  stated  that 
their  reason  for  not  recommending 
legalization  of  marihuana  is  this  con- 
cern for  the  heavy  user,  and  the  in- 
crease in  heavy  users  that  would  re- 
sult from  legalization.  Dr.  Grinspoon 
points  out  that  only  two  percent  of 
those  who  use  marihuana  are  heavy 
users.  "This  means,"  he  said,  "that 


we  are  talking  about  500,000  peo- 
ple, there  being  24  million  people 
who  have  tried  marihuana  in  the 
U.S."  Compare  this  figure  to  the  6- 
10  percent  of  alcohol  users  who  be- 
come abusers.  As  to  the  validity  of 
the  Commission's  assertion  that 
there  would  be  more  heavy  users  if 
marihuana  were  legalized.  Dr.  Grin- 
spoon  argues  that  among  those  who 
do  not  now  use  marihuana  primarily 
because  its  use  is  illegal,  there  are 
very  few  who  would  become  mari- 
huana abusers;  and  that  the  chronic 
heavy  users  are  already  a  fairly  well- 
defined  population  who  have  a  need 
to  abuse  some  psychoactive  drug 
(even  a  more  dangerous  and  truly 
addicting  one  like  alcohol)  and  this 
need  overrides  any  concern  with 
legality. 

The  use  of  marihuana  is  growing. 
What  we  must  consider  is  whether 
or  not  any  of  the  psychopharmaco- 
logical  properties  of  the  substance 
are  as  harmful  to  the  users  or  society 
as  the  application  of  our  present 
laws.  Clearly,  they  are  not.  If  the 
National  Commission  can  agree  that 
marihuana  is  not  so  harmful  that  it 
cannot  be  used  in  the  privacy  of 
one's  home,  why  then  should  it  not 
be  sold  publically?  Dr.  Grinspoon 
advocates  legalization  w  ith  tight  con- 
trols. He  envisions  marihuana  being 
sold  at  something  like  a  state  liquor 
store  where  dose  level  would  be 
monitored  at  one  to  two  percent  of 
tetrahydrocannabinol.  Thus  legaliza- 
tion would  cut  down  the  adverse  re- 
actions that  occurs  when  people  buy 
marihuana  of  unknown  potency  and 
content  on  the  street. 

The  current  marihuana  laws  are 
totally  out  of  proportion  to  the 
'"crime"  and  serve  to  illustrate  the 
failure  of  a  prohibition  policy.  They 
also  lead  to  a  great  disregard  of  the 
law. 

A  trend  of  de  facto  legalization  is 
developing  across  the  country,  ac- 
cording to  Dr.  Grinspoon.  In  many 
cities,  enlightened  law  enforcement 
people  have  come  to  realize  that  it  is 
more  important  to  prevent  crime 
than  to  bust  a  bunch  of  kids  smoking 
pot.  However,  Dr.  Grinspoon  is 
concerned  that  the  laws  against  mari- 


huana will  remain  on  the  books  and 
could  be  applied  capriciously. 

What,  then,  can  be  done?  Drug 
education  over  the  past  years  has 
been  abysmally  poor.  All  drugs 
have  been  lumped  together  under 
one  umbrella  as  equally  dangerous. 
When  youths  see  their  friends  smok- 
ing marihuana  without  any  serious 
side  effects,  what  can  they  think,  but 
that  they  have  been  systematically 
lied  to  about  all  drugs?  As  a  result, 
they  are  more  likely  to  try  other, 
truly  dangerous  drugs. 

As  long  as  there  is  a  prohibition 
against  marihuana,  the  drug  educator 
has  a  difficult  time  being  objective 
in  presenting  a  realistic  point  of 
v  iew.  Most  PTA's  take  a  dim  view  of 
telling  students  the  truth  —  that 
marihuana  is  less  harmful  than  al- 
cohol or  cigarettes. 

On  the  other  side  of  the  coin  is 
drug  miseducation  and  Dr.  Grin- 
spoon believes  that  TV  and  advertis- 
ing have  contributed  to  the  total  drug 
problem.  He  advocates  no  advertis- 
ing of  any  drug  whatsoever,  includ- 
ing aspirin,  Alka-Seltzer,  and  the 
like.  "Advertising,"  he  says,  "has 
contributed  immeasurably  to  the 
growing  American  ethos  that  we 
need  tolerate  no  discomfort  at  all 
because  there  is  always  a  chemical 
solution  to  our  ills.  We  have  ex- 
posed young,  impressionable  chil- 
dren to  the  idea  that  there  is  a  pill 
for  every  problem,  and  it  has  had  a 
pernicious  effect  on  us  all." 


One  thing  that  can  be  done  is  for 
the  medical  profession  to  take  an 
active  role  in  what  Dr.  Grinspoon 
considers  one  of  the  greatest  medical 
problems  of  our  time.  Doctors  have 
contributed  to  the  problem  and  they 
must  now  better  inform  themselves 
because,  as  shapers  of  public  opinion, 
they  can  help  pave  the  way  for  more 
liberal  and  realistic  legislation  about 
marihuana,  thereby  removing  it  from 
the  realms  of  emotionalism. 


SOMEWHAT  different  kind 
of  emotionalism  surrounds  heroin, 
particularly  in  relation  to  the  con- 
troversial area  of  methadone  main- 
tenance. Vernon  D.  Patch  '58  is  as- 
sistant professor  of  psychiatry  at 
Boston  City  Hospital  and  director  of 
clinical  psychiatry  at  BCH.  He  is 
also  the  director  of  the  City  of  Bos- 
ton's Drug  Treatment  Program. 

In  April  of  1 970  the  City  allocated 
funds  for  the  development  of  a  drug 
treatment  program,  primarily  for 
heroin  addicts.  The  program  con- 
sists of  a  methadone  clinic  at  Boston 
City  Hospital;  an  inpatient  detoxifi- 
cation and  day  care  unit  at  the  Matta- 
pan  Chronic  Disease  Hospital;  and 
methadone  clinics  in  East  Boston 
and  Brighton.  Each  unit  is  well- 
staffed  with  a  combination  of  pro- 
fessional and  ex-addict  counselors, 
nurses,  and  psychiatrists.  Federal 
funding  during  the  last  six  months 
has  equalled  Boston's  investment  in 


drug  treatment,  bringing  the  total 
cost  of  this  comprehensive  program 
to  $1.8  million  yearly.  New  treat- 
ment units  provided  by  federal  funds 
include  a  drug  clinic  in  Mattapan 
and  a  drug  clinic  in  Boston's  South 
End,  and  a  rehabilitation  workshop 
and  day  care  program  in  North  Dor- 
chester. Additionally,  a  half-way 
house  and  sixth  drug  clinic  are  sched- 
uled to  open  this  month. 

Why  did  the  City  of  Boston  be- 
come interested  in  the  drug  prob- 
lem? Obviously  the  treatment  needs 
of  the  City's  heroin  addicts  were 
enormous  and  constituted  the  first 
motivation  for  developing  a  treat- 
ment program.  A  secondary  motiva- 
tion included  the  heroin  addicts 
known  involvement  in  crime  and  the 
possibility  of  crime  reduction  through 
effective  rehabilitation.  With  an 
estimated  6-10,000  addicts  in  Bos- 
ton, a  significant  reduction  in  addict- 
related  crimes  would  provide  bene- 
fits for  the  entire  city. 

Studies  of  the  criminal  activity  of 
addicts  yields  interesting  data.  Dr. 
Patch  and  his  associates  have  ob- 
tained, in  a  highly  confidential  way, 
access  to  probation  records  of  nearly 
all  of  the  5,000  known  addicts  in 
Boston.  These  records  are  unique  in 
Massachusetts  in  that  any  crime 
committed  anywhere  in  the  state 
leads  to  an  entry  on  the  probation 
record  within  48  hours.  Using  these 
data,  he  was  able  to  calculate  the  rate 
at  which  a  substantial  sample  of  ad- 
dicts commit  crimes  in  specific  cate- 
gories. Coupling  this  with  informa- 
tion from  the  Federal  Bureau  of  In- 
vestigation's Uniform  Crime  Report, 
he  could  then  calculate  the  likely 
contribution  of  the  City's  small  num- 
ber of  addicts  to  the  total  crime  com- 
mitted in  Boston.  Studying  a  sample 
of  500  addicts,  Dr.  Patch  discovered 
that  addicts  commit  25  percent  of 
the  robberies,  33  percent  of  the 
burglaries,  and  75  percent  of  the 
larcenies.  The  locale  of  the  crime 
was  then  checked  and  it  was  learned 
that  addicts  commit  50  percent  of 
their  crimes  within  the  City  limits. 
Finally,  Dr.  Patch  discovered  a  pre- 
cise relation  between  violent  crimes 
and  crimes  against  property  in  the 


ratio  of  one  violent  crime  for  every 
2.82  property  crimes  committed  by 
addicts. 

Methadone  maintenance  programs 
can  reverse  crime  escalation.  Metha- 
done provides  the  most  predictable 
outcome  for  the  heroin  addict,  be- 
cause in  most  cases,  the  addict  can 
return  to  his  family,  to  employment, 
to  school,  and  can  stay  out  of  trouble 
with  the  law. 

But  the  controversial  nature  of 
methadone  is  argued  daily.  Criti- 
cisms center  on  the  fact  that  it  is 
merely  a  substitute  addiction,  not  a 
treatment.  Dr.  Patch  prefers  to  call 
it  a  form  of  patient  management,  or 
a  rehabilitative  measure,  admitting 
freely  that  it  is  not  a  cure.  From  data 
across  the  country,  methadone  main- 
tenance is  a  successful  rehabilitative 
technique  compared  to  other  "treat- 
ments" for  the  heroin  addict. 

Every  treatment  available  today 
for  heroin  addiction  has  its  limita- 
tions. Self-help  programs,  such  as 
New  York's  Day  Top  Village  suffer 


a  99  percent  failure  rate  after  ten 
years  of  operation.  Chicago's  Gate- 
way House  reports  only  eight  per- 
cent of  the  patients  still  in  treatment 
after  1 2  months  in  the  therapeutic 
community  which  was  established  to 
provide  an  1  8-month  course  of  treat- 
ment. One  self-help  program  in  Bos- 
ton recently  held  a  graduation  cere- 
mony. The  program  has  been  in  op- 
eration five  years  and  had  five  grad- 
uates. The  cost  for  each  graduate 
was  somewhere  between  $50-80,000. 

Detoxification  programs  don't 
fare  much  better  with  a  success  rate 
of  roughly  three  percent.  Most  par- 
ticipants return  to  their  addiction  in 
a  short  period  of  time.  Ambulatory 
detoxification,  for  many  patients,  is 
like  "drying  out"  an  alcoholic. 

One  of  the  things  Dr.  Patch  feels 
strongly  about  is  that  the  addict 
should  have  options  for  treatment, 
and  the  program  at  BCH  is  multi- 
modal. The  addict  can  be  detoxified 
on  an  outpatient  basis  using  metha- 
done over  a  three-week  period,  re- 
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ducing  the  dosage  so  that  the  patient 
suffers  no  painful  physical  or  psy- 
chological withdrawal  symptoms. 
Alternatively,  he  can  enter  the  in- 
patient unit  for  three  weeks.  Both 
of  these  detoxification  programs  are 
coupled  with  psychiatric  counseling. 

Or,  the  addict  can  elect  methadone 
maintenance.  There  are  federal 
guidelines  that  the  addict  must  meet 
if  he  is  to  enter  the  methadone  pro- 
gram. He  must  be  1  8  years  of  age, 
have  at  least  a  two-year  history  of 
addiction,  show  evidence  of  failure 
in  some  other,  reasonable  treatment 
program,  and  be  free  of  psychotic 
tendencies  and  serious  physical  ill- 
ness. 

All  of  the  methadone  maintenance 
clinics  in  Boston's  Drug  Treatment 
Program  are  open  seven  days  a  week 
and  the  addict  must  report  daily  for 
his  dosage.  Methadone  is  adminis- 
tered in  combination  with  Tang  and 
must  be  consumed  in  front  of  a  reg- 
istered nurse,  thus  totally  eliminating 
the  problem  of  diversion  into  the 
community. 

Diversion  is  another  of  the  criti- 
cisms leveled  at  methadone.  In  New 
York,  for  example,  patients  earn 
"take-home"  privileges  and  the  ad- 
dict is  given  his  dosage  to  take  at 
home  on  the  weekend,  when  the 
clinic  is  closed.  It  is  not  surprising, 
therefore,  that  methadone  has  found 
its  way  into  the  streets  of  the  city, 
thus  compounding  the  addiction 
problem. 

The  problem  of  diversion  is  only 
one  of  the  reasons  that  Dr.  Patch  is 
opposed  to  the  English  system  of 
heroin  maintenance.  Heroin  effects 
have  a  duration  of  4-6  hours  and  if 
heroin  were  to  be  used  in  main- 
tenance clinics  in  the  U.S.,  it  would 
either  have  to  be  administered  to  the 
addict  4-6  times  daily  in  the  clinic, 
which  would  obviously  create  a  logis- 
tical nightmare,  or  the  addict  would 
have  to  take  pure  heroin  home.  If 
heroin  were  to  enter  the  streets  of 
Boston,  it  would  surely  be  cut  and 
sold,  resulting  in  an  even  greater 
problem  of  addiction. 

A  great  deal  of  misunderstanding 
surrounds  the  British  system,  ac- 
cording to  Dr.  Patch.  The  number  of 


addicts  in  England  is  approximately 
one-quarter  the  number  of  addicts  in 
the  City  of  Boston  alone.  Our  prob- 
lem is  one  of  completely  different 
magnitude.  There  is  a  take-home 
policy  in  Britain  and  data  show  that 
the  number  of  addicts  and  criminal 
activity  are  on  the  rise.  It  is  inter- 
esting to  note  that  there  are  more 
addicts  maintained  on  methadone 
than  on  heroin  in  England.  "For  the 
most  part,"  says  Dr.  Patch,  "heroin 
maintenance  is  used  as  a  carrot  to 
lure  the  addict  into  a  treatment  pro- 
gram. As  quickly  as  possible,  he  is 
shifted  to  methadone,  basically  be- 
cause of  the  pharmacology  of  the 
drug." 

Questions  of  social  control  and 
genocide  are  often  raised  during  dis- 
cussions of  methadone  maintenance 
programs.  There  is  a  paranoia  among 
some  people  that  the  White  man  will 
addict  the  Black  man  with  metha- 
done and  then  control  his  actions 
under  threat  of  withholding  metha- 
done. Actually,  Whites  outnumber 
Blacks  by  two  to  one  in  the  Boston 
drug  program.  And  this  kind  of 
thinking  sells  the  addict  short  be- 
cause if  methadone  were  used  to 
control  the  patient  in  any  way,  there 
would  be  a  parade  of  protesting  ad- 
dicts to  City  Hall  or  to  the  Mayor's 
Office  of  Human  Rights. 

What  about  genocide?  Critics 
claim  that  methadone  destroys  sexual 
ability,  resulting  in  no  sex,  no  inter- 
course, no  reproduction.  Ergo,  geno- 
cide. But  all  of  Dr.  Patch's  patients 
tell  him  that  they  can  perform  sexual- 
ly, and  in  all  cases,  do  so  even  better 
than  when  they  were  on  heroin. 

The  major  reason  for  the  infight- 
ing among  various  drug  treatment 
modalities  is  the  funding  problem 
they  all  face.  But  Dr.  Patch  believes 
that  heroin  addiction  must  be  looked 
at  in  terms  of  the  chances  for  effec- 
tive treatment  and,  within  the  spec- 
trum, cost  effectiveness  must  be  con- 
sidered. He  would  like  to  see  more 
money  for  all  the  various  modalities, 
including  his  own  program  of  metha- 
done maintenance  in  Boston's  Drug 
Treatment  Program,  which  he  be- 
lieves is  getting  the  most  out  of  the 
already  scarce  treatment  dollar. 
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R.  Jack  H.  Mendelson  is  pro- 
fessor of  psychiatry  at  HMS,  and  di- 
rector of  psychiatry  at  Boston  City 
Hospital.  He  is  studying  a  different 
addiction  —  alcoholism. 

One  of  the  major  problems  con- 
fronting those  who  work  with  al- 
cohol-related problems  is  similar  to 
one  in  the  drug  field  —  little  is 
known  about  the  factors  that  cause 
or  perpetuate  problem  drinking, 
and  the  search  for  causal  factors  is 
labyrinthine.  Dr.  Mendelson  be- 
lieves it  is  probably  impossible  to 
isolate  a  single  cause  in  terms  of  a 
prevention  model  and  feels  that 
once  the  problem  drinker  has  been 
identified,  the  important  thing  is  to 
look  at  a  broad  category  of  events 
to  see  what  might  be  done  to  inter- 
vene successfully. 

There  are  25,000  admissions  per 
year  at  Boston  City  Hospital;  3.000 
of  these  are  for  alcohol -related  prob- 
lems. In  answer  to  these  statistics, 
BCH  has  developed  a  treatment  pro- 
gram with  three  major  components; 
inpatient,  outpatient,  and  a  half- 
way house.  Therapy  is  traditional 
and  eclectic,  including  counseling, 
psychotherapy,  rehabilitative  serv- 
ices, and  a  variety  of  social  aids. 

However,  the  Hospital  does  have 
some  innovative  treatment  services. 
They  have  recently  established  a 
type  of  half-way  house  for  women 
alcoholics  and  an  Antabuse  clinic 
with  a  novel  feature.  Rather  than 
using  a  take-home  policy,  alcoholics 
come  to  the  clinic  for  therapy  and 
counseling.  Dr.  Mendelson  and  his 
associates  are  conducting  a  pilot  ex- 
periment to  determine  if  alcoholics 
will  remain  abstinent  for  specified 
periods  of  time  if  certain  rewards  and 
incentives  are  promised.  One  reward 
used  as  an  adjunctive  aid  in  alcohol - 
related  problems  is  marihuana. 

Among  other  investigative  work 
being  carried  on  by  Dr.  Mendelson 
is  a  study  to  determine  why  400,000 
of  the  4.7  million  problem  drinkers 
in  the  U.S.  develop  liver  disease. 
They  have  concluded  that  it  is  prob- 
ably a  genetically  determined  factor, 
connected  to  a  derangement  in  lipo- 
protein metabolism.  For  the  past 
several   years.    Dr.    Mendelson   has 
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also  been  looking  at  the  way  alco- 
holics drink.  What  motivates  them? 
What  perpetuates  drinking?  What 
mood  changes  occur?  What  do  they 
expect  from  their  drinking  episode? 
This  area  is  generally  referred  to  as 
the  experimental  analysis  of  alcohol 
acquisition  and  consumatory  be- 
havior, and  Dr.  Mendelson  has  bor- 
rowed techniques  from  behavioral 
and  operant  conditioning  to  aid  his 
study. 

Closely  allied  to  this  is  his  study 
of  the  biobehavioral  concomitants 
of  alcohol -induced  aggressive  be- 
haviors. There  is  some  indication 
that  the  people  who  are  wracking  up 
their  cars  on  the  thruway  are  prob- 
ably alcohol  addicts  because  their 
blood  levels  are  not  at  the  moderately 
high  social  drinking  levels,  they  are 
roaringly  high.  So  high,  in  fact,  that 
if  they  were  not  addicts  who  had 
acquired  a  high  tolerance,  they  would 
never  have  gotten  out  of  the  drive- 
way, much  less  onto  the  freeway. 

Everyone  knows  about  alcohol- 
induced  aggression;  more  than  50 
percent  of  the  arrests  in  the  U.S.  are 
for  "drunk  and  disorderly  behavior." 
But  no  one  knows  what  causes  it, 
and  Dr.  Mendelson  is  questioning 
whether  neural  factors  might  some- 
how mediate  the  aggression. 

Recently,  there  has  been  an  in- 
creasing amount  of  evidence  that 
there  may  be  a  correlation  between 
aggressive  behavior  and  the  metabo- 
lism and  catabolism  of  androgen, 
specifically  testosterone  levels.  Dr. 
Mendelson  has  been  studying  serum 
testosterone  levels  in  alcohol  addicts, 
who  are  felons  or  who  have  been  in- 
volved in  dangerous  and  destructive 


acts,  and  has  discovered  an  interest- 
ing phenomenon.  When  an  addict 
begins  drinking,  he  produces  a  dra- 
matic and  remarkable  suppression 
of  testosterone  levels.  Dr.  Mendel- 
son admits  that  this  should  not  have 
come  as  such  a  surprise  considering 
that  testicular  atrophy  and  gyne- 
comastia are  often  observed  in  elder- 
ly addicts.  As  blood  alcohol  levels 
begin  to  decrease,  there  is  an  inter- 
esting rebound  effect;  testosterone 
levels  don't  merely  return  to  normal, 
but  jump  way  over.  Using  aggression 
rating  scales,  it  is  at  this  time  that 
obnoxious,  obstreperous,  fighting  be- 
havior is  manifested.  With  some 
chagrin,  Dr.  Mendelson  admits  this 
should  have  been  evident,  too,  be- 
cause we  all  know  the  story  of  the 
man  who  went  on  a  binge,  returned 
home,  and  then  displayed  mean  and 
nasty  behavior. 

Approaches  to  treatment  of  al- 
cohol-related problems  fall  into  two 
broad  categories;  minor  tranquilizers 
to  reduce  anxiety  and  Antabuse  to 
negate  the  pleasure  of  alcohol,  which 
problem  drinkers  quickly  learn  not 
to  take  when  they  do  not  want  to  be- 
come ill  during  drinking  episodes. 


Dr.  Mendelson  and  his  colleagues 
are  experimenting  with  a  new  form 
of  treatment  —  the  beta  adrenergic 
blocking  agents. 

About  four  years  ago.  experiments 
showed  that  these  agents  inhibited 
the  development  of  respiratory  de- 
pression caused  by  alcohol  and  also 
seemed  to  shorten  the  sleeping  time 
produced  by  alcohol  administration. 
Was  it  possible  that  the  beta  adren- 
ergic blocking  agents  and  alcohol 
were  hitting  the  same  target  in  the 
brain? 

More  recently,  studies  on  familial 
action  tremor  at  the  Massachusetts 
General  Hospital  revealed  that  beta 
adrenergic  blocking  agents  caused 
the  tremor  to  disappear.  Prior  to  this 
discovery,  the  classic  treatment  for 
familial  action  tremor  had  been  al- 
cohol. However,  as  more  and  more 
alcohol  was  needed  to  quiet  the 
tremor,  the  patient  often  became  an 
alcohol  addict. 

These  two  separate  studies  caused 
the  BCH  researchers  to  wonder  if 
ethanol  and  the  beta  adrenergic 
blocking  agent,  propanolol.  might 
favorably  affect  the  same  neurologi- 
cal condition.  Might  the  receptor 
site  in  the  CNS  be  identical?  On  this 
basis,  they  initiated  a  double-blind 
study  on  the  effect  of  low  dosage 
propanolol  and  placebo  on  low 
dosage  acute  alcoholic  administra- 
tion. Using  measures  of  mood  and 
psychomotor  function,  they  have 
found  that  propanolol  does  indeed 
block  a  number  of  the  effects  of  al- 
cohol. With  propanolol,  the  indi- 
vidual feels  sleepy,  no  aggressive  in- 
duction takes  place,  there  is  no  high; 
simply   stated,  the   individual   feels 
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nothing  at  all.  If  a  long-acting  block- 
ing agent  can  be  found,  it  would  be  a 
very  useful  tool  for  people  trying  to 
control  problem  drinking. 


■  HERE  is  a  possibility  that  block- 
ing agents  might  be  useful  therapeu- 
tic tools  in  heroin  addiction  as  well, 
according  to  Roger  E.  Meyer  '62, 
associate  professor  of  psychiatry, 
director  of  the  Boston  Center  for 
Biobehavioral  Studies  in  the  Ad- 
dictions and  director  of  inpatient 
services  (psychiatry  service)  at  Bos- 
ton City  Hospital. 

By  using  the  heroin  blocking 
agents,  in  this  case,  naloxone  and 
naltrexone  or  cyclazazine,  Dr.  Meyer 
hopes  to  be  able  to  document  the 
principles  of  extinction  that  apply  to 
drug  addiction,  specifically  that  ex- 
tinction can  be  encouraged  if  the  pa- 
tient has  been  blocked  from  feeling 
the  effects  of  heroin.  The  theory  of 
extinction  is  an  interesting  one.  It 
argues  that  the  patient,  attempting  to 
readdict  himself  and  failing  to  ex- 
perience reinforcement,  would  at- 
tempt to  increase  the  rate  at  which  he 
would  try  to  readdict  himself,  and, 
continuing  to  fail,  would  eventually 
stop  trying.  The  theory  works  in 
animals,  although  it  would  clearly 
be  more  complicated  in  man.  Dr. 
Meyer  sees  the  goal  of  the  blocking 
agents  in  much  the  same  light  as  Dr. 
Mendelson  sees  the  alcohol  blocking 
agents  —  as  a  useful  crutch  for  ad- 
dicts over  critical  periods  in  their 
lives. 


While  methadone  maintenance 
treatment  currently  involves  6,000 
patients  in  treatment,  the  narcotic 
antagonists  are  clearly  experimental. 
There  are,  however,  certain  popula- 
tions for  whom  these  agents  might 
represent  an  important  treatment. 
Hard  core  heroin  addicts  who  have 
been  socially  rehabilitated  on  metha- 
done may  opt  to  discontinue  metha- 
done and  lead  drug-free  lives.  Psy- 
chologically, some  of  these  addicts 
may  require  further  treatment  (for 
one  year)  on  narcotic  blocking  agents 
in  order  to  promote  extinction  of  all 
opiate  seeking  behavior.  Addicted 
adolescents  currently  pose  a  special 
problem  because  physicians  are  re- 
luctant to  place  them  on  methadone 
maintenance,  substituting  one  addic- 
tion for  another.  The  blocking  agents 
would  allow  adolescents  to  be  drug 
free  during  their  period  of  rehabili- 
tation. 

Narcotic  antagonists  have  also 
been  advocated  in  more  controversial 
areas.  It  has  been  proposed  that  high 
school  students  be  screened  for  drugs 
of  abuse.  When  morphine-positive 
urines  are  found,  students  would  be 
required  to  enter  narcotic  antagonist 
treatment.  Dr.  Meyer  believes  this 
could  cause  all  students  using  drugs 
to  leave  school  in  order  to  avoid 
urine  testing.  Alternatively,  the  stu- 
dents would  seek  out  other  drugs 
(non-opiates)  if  the  program  was 
limited  to  the  "vaccination"  approach 
to  drug  prevention.  Another  related 
area,  employing  the  "magic  bullet" 
approach  to  drug  addiction,  offers 


injections  of  narcotic  antagonists  to 
people  entering  "high-risk"  areas 
to  drug  addiction. 

Opiate  addiction  is  the  end  point 
of  a  complex  and  continuing  interac- 
tion of  biological,  psychological, 
and  sociological  variables.  In  the 
past,  we  have  concentrated  on  psy- 
chodynamic  and/or  sociological 
formulations  which  generated  in- 
teresting associations  while  provid- 
ing little  understanding  of  etiology 
and/or  the  treatment  process.  The 
availability  of  animal  models  of  ad- 
diction, and  the  opportunity  to  study 
two  different  psychopharmacological 
approaches  to  the  modification  of 
opiate  seeking  behavior  in  man  make 
this  area  unique  (at  this  time)  for 
biobehavioral  and  clinical  research 
investigation.  Colleagues  in  epi- 
demiology and  public  health  are 
finding  supportive  evidence  that 
heroin  epidemics  follow  the  pattern 
of  spread  associated  with  contagious 
diseases.  The  opportunity  to  de- 
cipher this  complex  problem  with  re- 
search tools  utilized  in  other  dis- 
ciplines makes  one  optimistic  about 
eventual  long-term  understanding 
of  the  problem. 


I RYING  to  get  such  an  understand- 
ing is  the  goal  of  Dr.  Norman  Zin- 
berg,  assistant  clinical  professor  of 
psychiatry.  His  major  concern  is  the 
natural  history  of  drug  taking  and 
the  importance  of  set  and  setting.  He 
is  particularly  interested  in  what  he 
calls  his  "chipper  study."  Chippers 
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are  people  who  use  drugs  occasional- 
ly. The  chipper  is  in  the  middle  — 
he  can  be  pushed  into  abstinence, 
regular  use,  or  he  can  make  chipping 
a  stable  pattern. 

The  paradigm  for  the  chipper 
study  is  alcohol  use  in  the  1  8th  cen- 
tury, when  people  were  either  ab- 
stemious or  drunkards.  Over  the  past 
two  centuries,  we  have  gradually 
developed  a  socialization  process  for 
alcohol  which  has  also  been  an  at- 
tenuation process,  so  that  most  peo- 
ple who  use  the  drug,  don't  abuse  it. 
This  process  had  nothing  to  do  with 
law  or  legality  for  obviously  the  law 
never  stopped  anyone  from  becom- 
ing an  alcoholic.  Society  developed 
the  necessary  rituals,  mores,  values, 
and  standards,  so  that  drinking  is 
today  a  socially  acceptable  past-time. 

Dr.  Zinberg  reminds  us  that  drug 
use  is  not  a  new  phenomenon.  Cab 
Calloway  recorded  Reefer  Man  in 
1928;  Havelock  Ellis  took  mescaline 
and  peyote  in  1898,  wrote  about  it 
and  caused  a  flurry  of  activity,  which 
quickly  died  down.  What  was  it  that 
caused  drugs  to  "catch  on"  in  the 
early  1960's? 

Obviously,  suggests  Dr.  Zinberg, 
there  were  myriad  social  factors  in- 
volved. We  were  emerging  from  the 
complicated  period  of  the  1950's, 
and  we  were  beginning  to  be  inter- 
ested in  concepts  of  social  justice  and 
equality.  For  the  first  time,  we  rec- 
ognized that  our  educational  system 
was  deficient  because  we  were  edu- 
cating people  in  the  past.  We  were 


still  stressing  the  problem  of  insuf- 
ficient goods  and  the  need  for  each 
person  to  fight  for  what  he  thought 
was  necessary  for  survival.  At  the 
same  time,  we  were  trying  to  in- 
culcate a  spirit  of  philanthropy  and 
generosity. 

As  we  began  to  shift  to  a  society 
where  we  had  sufficient  production, 
we  were  faced  with  problems  of  dis- 
tribution, and  the  problems  of  equal- 
ity took  on  an  entirely  different  tone. 
Our  educational  system  was  geared 
toward  educating  people  to  produce 
more,  and  was  not  concerned  with 
the  basic  problem  of  distribution. 
The  result  was  an  intrinsic  dissatis- 
faction on  the  part  of  the  population 
being  educated. 

These  were  the  social  factors  in- 
volved. "But,"  says  Dr.  Zinberg, 
"I  was  not  content  to  lay  the  blame 
on  these  alone,  and  began  to  look  to 
a  more  intrinsic  personality  issue." 
He  finally  decided  that  television 
was  at  fault,  not  in  terms  of  program 
content,  but  on  the  basis  that  each 
time  there  has  been  a  powerful  tech- 
nological innovation,  an  unantici- 
pated social  change  has  resulted. 

Although  the  still  was  invented  in 
Italy  in  the  late  15th  century,  al- 
coholism did  not  appear  until  the 
beginning  of  the  18th  century  when 
fertilizer  was  developed  and,  for  the 
first  time  in  history,  there  was  an  ex- 
cess of  grain  production.  Alcohol 
was  suddenly  available,  and  on  its 
heels,  the  unanticipated  result  —  al- 
holism. 

Dr.  Zinberg  argues  the  case 
against  television  as  follows:  he  be- 


lieves that  the  printed  word  puts  a 
great  demand  on  people.  To  learn 
words,  phrases,  sentences,  and  par- 
agraphs, it  is  necessary  to  inhibit 
diffuse  emotions  and  vague  sensory 
impressions,  and  work  within  pre- 
scribed, clearly-defined  psychic 
boundaries. 

Television,  on  the  other  hand, 
makes  fewer  demands  —  it  em- 
phasizes the  viewer.  Because  detail 
is  necessarily  lacking,  the  viewer  is 
encouraged  to  join  with  the  set  in 
supplying  what  is  missing,  thereby 
allowing  flexibility  to  psychic  bound- 
aries. 

If  you  have  a  culture  whose  chief 
problem  is  the  inhibition  of  emotion- 
alism and  sensory  perception,  then 
that  culture  will  seek  a  drug  which 
can  minimize  inhibition  and  elim- 
inate the  feeling  of  being  in  a  psy- 
chic cage  —  alcohol. 

If,  however,  you  have  a  culture 
concerned  with  differentiating 
boundaries,  which  is  the  point  to 
which  television  has  brought  us,  then 
that  culture  will  seek  a  drug  more 
concerned  with  boundaries  —  mari- 
huana and  psychoactive  drugs,  which 
are  concerned  with  being  "in"  some- 
thing. 

The  difference  between  the  use 
of  alcohol  in  the  1 8th  century  and 
the  use  of  marihuana  in  the  20th 
is  that  the  use  of  alcohol  has  been 
acculturated,  while  that  of  marihuana 
has  not.  The  result  —  predicted  by 
Dr.  Zinberg  eight  years  ago  —  is  an 
enormous  dissonance  that  is  push- 
ing people  deeper  and  deeper  into  a 
war  of  culture  and  counter-culture. 
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Today,  Dr.  Zinberg  believes  that 
the  leading  aspect  of  the  issue  is  the 
result  of  culture  vs.  counter  culture. 
The  attitude  of  the  general  public  is 
excessive,  irrational,  and  filled  with 
myths,  misconceptions,  and  fan- 
tasies. This  hysterical,  overemotional 
attitude  fuels  the  laws  while  the  laws 
fuel  it,  thus  preventing  good  research 
and  a  sober  assessment  of  what  is 
really  happening.  Dr.  Zinberg  fears 
that  drug  use  has  become  the  ve- 
hicle of  a  great  deal  of  social  preoc- 
cupation with  law  and  order.  People 
have  come  to  believe  not  that  there 
is  too  much  law  and  order,  but  that 
there  is  too  little. 

There  is  a  strong  movement  today 
to  use  the  heroin  issue  as  an  entering 
wedge  for  the  introduction  of  a  num- 
ber of  treatment  possibilities,  such 
as  preventive  detention  and  invol- 
untary civil  commitment.  Both  these 
treatments,  however,  depend  on 
early  detection,  by  means  of  a  com- 
pulsory urine  testing  program  for 
example.  Since  this  could  not  pos- 
sibly be  a  nation-wide  endeavor, 
public  health  officials  would  begin 
their  program  in  high  risk  areas. 
Another  stigma  would  be  imposed 
upon  the  ghetto,  and  what  Dr.  Zin- 
berg regards  as  a  pernicious  civil 
liberties  problem. 
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I  ORE  realistic  preventive  ap- 
proaches are  the  major  preoccupa- 
tion of  David  C.  Lewis  '61 ,  assistant 
professor  of  medicine  at  the  Beth 
Israel  Hospital.  Such  approaches 
are  extremely  difficult  to  delineate 
because  we  lack  the  basic  informa- 
tion about  the  lifestyle  of  drug  users; 
we  don't  know  what  marks  the  transi- 
tion between  abstinence  and  experi- 
mentation, experimentation  and  ad- 
diction. The  major  factors  that  lead 
to  destructive  drug  use  still  elude  us. 
There  is  glib  talk  about  curiosity 
and  peer  pressure  as  the  cause,  but 
we  are  unable  to  define  these  proc- 
esses because  we  do  not  understand 
the  drug  addiction  process  itself. 
People  still  talk  about  drugs  as  if 
they  are  all  the  same  and  mean  the 
same  thing  to  young  people,  although 
we  know  that  personality,  the  na- 


ture of  the  drug,  the  route  of  admin- 
istration and  the  social  influences  that 
bear  on  the  individual's  decision  to 
experiment  are  critical.  We  have 
tended  to  oversimplify  by  calling 
drug  use,  drug  abuse.  This  denies 
the  possibility  of  patterns  of  be- 
havior in  the  use  of  drugs  that  are 
not  necessarily  destructive. 

The  drug  problem  can  be  viewed 
from  the  point  of  view  of  disease  or 
health.  Viewing  it  as  disease:  what 
is  there  about  the  personality  and 
social  features  of  life  that  lead  to  an 
addictive  pattern  or  destructive  be- 
havior related  to  drug  usage?  And 
from  the  point  of  view  of  health: 
what  contributes  to  the  health  of  the 
community,  and  what  prevents  de- 
structive tendencies  in  individuals.' 
To  understand  the  problem,  both 
aspects  must  be  examined  because 
personality,  social  factors,  and  phar- 
macology are  all  important  deter- 
minants. 

Dr.  Lewis  is  the  first  to  admit  that 
there  is  no  solution  to  the  problem 
of  drug  use,  but  there  are  approaches. 
He  agrees  with  Dr.  Zinberg  that 
present  proposals  for  early  detec- 
tion and  prevention  might  quickly 
lead  to  civil  injustice.  His  approach, 
therefore,  is  educational. 

Realizing  that  no  single  drug  pro- 
gram will  solve  the  dilemma,  he  has 
designed  material  for  elementary, 
junior  high,  and  high  school  students. 
"The  most  we  can  hope  for  from 
these  drug  education  programs,"  he 
says,  "is  that  they  may  make  risk 
taking  and  decision  making  more 
understandable  to  the  individual." 

The  elementary  program  is  an 
audiotape  in  which  four  elementary 
school  children  from  different  parts 
of  the  U.S.  with  varied  backgrounds 
describe  their  lives,  friends,  and 
neighborhoods.  Drug  use,  drug 
abuse,  and  addiction  is  only  described 
to  the  extent  that  it  enters  their  lives 
and  perceptions.  A  video  component 
is  added  to  allow  the  children  to  see 
as  well  as  hear  the  other  students. 

The  junior  high  school  program 
includes  a  series  of  audiotaped  inter- 
views with  drug  experienced  youth. 
It  contains  some  information  regard- 
ing drugs,  and  some  case  studies  in- 


tended to  stimulate  class  discussion 
about  the  decision  making  process 
that  leads  to  drug  use  and  drug  abuse. 
The  presentations  are  in  no  way 
glamorized,  but  are  offered  in  a  real- 
istic social  context,  so  that  students 
do  not  feel  that  it  is  a  risque  subject. 
The  audiotape  generally  elicits  a 
spontaneous  class  discussion  that  is 
lively,  but  quickly  leaves  the  subject 
of  drugs  and  goes  into  family  rela- 
tionships, the  relation  of  youth  to 
authority,  the  quality  of  life  in  the 
community,  recreational  activities, 
and  the  way  people  get  along  to- 
gether. This  is  precisely  what  Dr. 
Lewis  hoped  the  program  would  do. 

The  high  school  program  is  an 
educational  television  presentation, 
and  involves  problem  solving  in  a 
community  in  which  heroin  use  has 
just  begun.  Students  are  asked  to  de- 
sign programs,  thereby  revealing 
their  attitudes  to  the  addict,  and  what 
addiction  means  to  them.  One  group 
developed  a  plan  of  approach  to 
heroin  addiction  which  was  taken  to 
Senator  Harold  Hughes.  Dr.  Lewis 
then  interviewed  the  Senator  who 
commented  candidly  on  what  he 
thought  would  work  and  what  he 
thought  would  not.  These  comments 
were  then  presented  to  the  students 
who  thus  felt  that  they  were  effec- 
tively participating  in  one  of  the 
serious  problems  of  the  day. 

Part  of  the  difficulty  in  putting  the 
drug  problem  into  any  kind  of  ra- 
tional perspective,  according  to  Dr. 
Lewis,  is  the  confused  rhetoric  that 
surrounds  the  issue.  This,  in  turn, 
mirrors  great  gaps  in  our  understand- 
ing. Education  is  only  one  way  to 
change  this.  Research  is  another,  and 
Dr.  Lewis  strongly  advocates  that 
much  more  funding  be  made  avail- 
able, because  it  is  through  research 
that  better  understanding  will  come. 
And  with  better  understanding,  the 
problem  of  drugs  will  hopefully  be 
viewed  rationally,  and  with  intelli- 
gence, by  all. 
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by  Houston  Johnson,  Jr.  '75 


lEROIN  abuse  presents  one  of 
the  biggest  challenges  to  the  area  of 
community  medicine.  In  many  re- 
spects it  is  a  frustrating  challenge  be- 
cause it  defies  familiar  preventive 
and  curative  models  for  disease  con- 
trols. There  are  no  simple  inocula- 
tions that  can  be  given  to  make  peo- 
ple immune  to  heroin  abuse  or  ad- 
diction, nor  is  there  a  specific  drug 
therapy  that  can  be  evoked  to  per- 
manently cure  the  desire  for  or  ill  ef- 
fects of  heroin  abuse  or  addiction. 

Heroin  abuse  also  presents  one  of 
the  biggest  challenges  to  the  struggle 
for  community  development.  Here 
lurks  the  gruesome  threat  of  its 
reaching  pandemic  proportions 
where  it  will  vigorously  militate 
against  attempts  and  hopes  of  sal- 
vaging and  cultivating  resourceful 
young  minds  in  poor  communities. 
One  may  also  add  to  this  the  current 
wasted  talent  among  individuals  who 
are  now  addicted  to  drugs,  as  well  as 
the  millions  of  dollars  that  are  being 
channeled  into  treatment  and  cus- 
todial programs  that  could  be  better 
used  in  other  areas,  such  as  elimi- 
nating housing,  education  and  voca- 
tional training  problems. 

Indubitably,  there  are  many  rea- 
sons why  some  people  turn  to  heroin. 
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When  heroin  addiction  was  strictly  a 
problem  of  low  income  communities, 
experts  would  confidently  excuse  its 
etiology  as  being  due  to  a  multitude 
of  factors  that  accompany  a  back- 
ground of  poverty.  However,  now 
that  the  tentacles  of  heroin  abuse 
have  reached  the  protective  environ- 
ment of  the  middle  class  of  America, 
the  same  experts  scratch  their  heads 
displaying  con  fusion  and  uncertainty. 

Dr.  P.  Boyd,  who  has  run  thera- 
peutic communities  in  England  for 
adolescent  heroin  addicts,  sums  up 
well  the  psychological  factors  that 
can  be  found  most  frequently  dis- 
cussed in  the  literature  as  reasons 
why  adolescents  get  involved  with 
drugs.  Dr.  Boyd  notes  that:  ( 1 )  Drugs 
provide  an  easy  way  of  getting  plea- 
sure in  a  social  setting,  like  alcohol 
does  for  adults;  (2)  Drugs  allow  ado- 
lescents to  engage  in  something  secret 
and  special  to  themselves;  (3)  Drugs 
appeal  to  the  magical  thinking  of 
adolescents  and  may  carry  them  on  a 
journey  beyond  the  confines  of  the 
mind;  (4)  Drugs  may  offer  a  special 
challenge,  like  the  game  of  chicken; 
(5)  Drugs  bolster  an  adolescent's 
identity  at  a  time  of  uncertainty;  (6) 
Drugs  offer  an  avenue  of  escape 
when  stress  is  overwhelming;  (7) 
Drugs  destroy  something  unwanted 
in  the  self.  Boyd  goes  on  to  suggest 
that  the  first  four  reasons  appear  in 
all  drug  experimenters.  However, 
when  drugs  become  used  for  the  last 
three  reasons,  dependence  is  likely 
to  result. 

I  would  like  to  add  to  the  above 
list  some  observations  of  my  own 
that  may  be  a  bit  more  ethnically 
specific:  ( I )  In  their  peer  groups  and 
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among  adults,  many  youths  see  peo- 
ple they  admire  and  wish  to  emulate 
involved  with  drugs.  Their  own  in- 
volvement is  then  precipitated  be- 
cause they  view  dealing  with  dope 
as  a  "cool"  thing  to  do.  (2)  Many 
young  people  overestimate  their 
strength,  believing  they  can  safely 
experiment  with  anything  because 
they  are  capable  of  exercising  con- 
straint if  things  begin  to  drift  too  far. 
When,  either  because  of  personal 
gratification  or  because  they  think 
they  can  handle  some  situations  bet- 
ter when  they  are  "high,"  they  ex- 
pand their  use  of  drugs,  they  dis- 
cover they  are  hooked  and  no  longer 
have  control  of  their  lives.  (3)  Peo- 
ple who  are  weak  in  terms  of  con- 
trolling their  own  lives  often  try  to 
influence  their  friends  to  use  drugs. 
(4)  Misery  likes  company  and  will 
capitalize  on  gullibility. 

Because  we  are  unwilling  to  ac- 
cept the  mechanisms  perpetuating 
heroin  addiction  and  abuse  as  in- 
ventions of  our  society,  many  of  us 
fail  to  think  of  it  in  the  perspective  of 
community  dynamics.  We  tend  to 
focus  on  the  social  symptoms  of  the 
problem,  such  as  crime.  Our  thoughts 
build  images  of  psychopathic  indi- 
viduals ripping  off  other  people  and 
property.  In  this  context,  we  then  cast 
about  for  conglomerate  schemes  to 
deal  with  these  symptoms.  As  we  do 
this,  the  heroin  industry  strides  from 
one  plateau  of  strength  to  the  next. 

Social  symptom  thinking  now 
dominates  the  therapeutic  ap- 
proaches that  exist,  and  in  turn, 
makes  a  strong  impact  on  what  is 
going  on  politically  in  communities 
regarding  therapy. 


Vested  interest  groups  have 
emerged  in  communities  and  are 
fighting  over  who  should  have  priori- 
ties in  determining  the  way  the  sys- 
tem should  deal  with  "junkies."  Dr. 
Arnold  J.  Mandel  of  the  department 
of  psychiatry  at  the  University  of 
California,  San  Diego,  has  carefully 
defined  interest  groups  in  the  follow- 
ing way:  ( 1 )  There  is  the  Justice  Es- 
tablishment with  its  incarceration, 
parole,  and  probation  treatment 
programs.  These  programs  are  de- 
signed "to  appeal  to  the  [anxieties] 
and  righteous  wrath"  of  the  general 
population.  Since  many  people  be- 
lieve this  is  the  proper  body  to  han- 
dle addicts,  it  clearly  wants  to  keep 
addicts  in  its  province;  (2)  There  are 
self-help  groups  that  arc  founded  on 
the  model  of  Alcoholics  Anonymous. 
etc.  These  groups  have  flourished 
over  the  past  few  years,  and  now 
pose  a  particular  challenge  to  psy- 
chiatry and  existent  social  rehabili- 
tation models.  They  focus  on  psy- 
chosocial adaptation  for  addicts  us- 
ing abstinence  as  their  motif.  Among 
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these  groups,  there  is  much  rhetoric 
about  the  'Mystique  of  the  Dope 
Fiend,'  the  thesis  being  that  only  one 
addict  is  competent  to  understand 
and  help  another  addict.  These 
groups  consistently  berate  the  medi- 
cal profession  as  incompetent.  Ob- 
viously, they  oppose  pharmacological 
approaches  to  treating  heroin  ad- 
diction. The  politics  are  avid  in  this 
area,  because  these  programs  have 
opened  up  new  career  opportunities 
for  ex-addicts,  and  they  are  excep- 
tionally keen  on  maintaining  them; 
(3)  One  can  find  "local  political  ac- 
tivists" in  on  the  act  as  well.  Their 
primary  interests  seem  to  be  con- 
trolling budgets  and  deciding  poli- 
cies regarding  program  admissions, 
hiring,  etc.  These  groups  often  raise 
legitimate  issues  that  underscore 
aspects  of  community  development. 
Their  aims,  however,  get  easily  in- 
terpreted as  selfish  rewards  for  a 
limited  number  of  people;  (4)  The 
medical  psychiatric  establishment  is 
getting  involved  because  it  wants  to 
develop  the  area  of  community  psy- 
chiatry. With  the  government  foot- 
ing the  bill  for  so  much  medical  care, 
psychiatry  is  being  forced  to  adapt 
its  treatment  methods  so  they  will  be 
revelant  to  community  needs.  The 
government  is  not  demanding  that 
psychiatry  develop  meaningful  treat- 
ment modalities  for  drug  addiction. 
Instead,  it  is  prepared  to  pour  money 
into  developing  extant  mental  health 
systems  that  may  be  applicable  to 
dope  addiction. 

Given  the  conservativeness,  gen- 
eral lack  of  imagination  and  the  de- 
sire to  tap  federal  monies  in  the  area 
of  psychiatry,  it  should  come  as  no 
surprise  that  this  discipline  is  push- 
ing methadone  maintenance.  Since 
1966  when  Drs.  Vincent  Dole  and 
Marie  Nyswander,  working  at  the 
Morris  J.  Bernstein  Institute  of  Beth 
Israel  Medical  Center  in  New  York 
City,  reported  that  they  had  success- 
fully treated  heroin  addicts  with 
methadone,  the  medical  profession 
has  increasingly  been  willing  to  ac- 
cept it  as  the  most  effective  therapy 
available.  Neither  should  this  be  sur- 
prising since  doctors  are  usually  pre- 
pared to  accept  treatment  modali- 


tites  pushed  by  the  medical  estab- 
lishment. Furthermore,  methadone 
maintenance  "fits  well  into  the  tradi- 
tional illness-treatment  model," 
which  thrives  on  management  by 
dispensation  of  medication. 


IETHADONE  was  developed 
by  German  chemists  to  serve  as  a 
synthetic  substitute  for  morphine 
during  World  War  II.  Many  of  Hit- 
ler's high  ranking  officials  are  re- 
puted to  have  been  notorious  mor- 
phine addicts.  When  it  was  immi- 
nently clear  that  Germany  would  be 
defeated  in  North  Africa  where  their 
poppy  fields  flourished,  a  directive 
went  out  to  German  scientists  to 
come  up  with  something  quick.  The 
response  was  methadone  and  was 
officially  named  Dolophine  in  honor 
of  Adolf. 

The  research  that  established 
methadone  as  the  medical  thera- 
peutic answer  for  heroin  addiction 
began  in  1965  and  seems  to  have 
been  based  on  the  premise  that  her- 
oin addiction  is  a  metabolic  disorder 
that  can  best  be  handled  through 
drug  therapy.  To  my  knowledge, 
this  was  the  second  time  that  doctors 
had  tried  to  make  a  psychosocial  ad- 
dictive problem  a  metabolic  dis- 
order. The  first  time  was  during  the 
early  1900's  when  heroin  was  in- 
troduced as  a  cure  for  morphine  ad- 
diction. 

The  metabolic  basis  for  heroin 
addiction  is  probably  a  new  concept 
for  psychiatry  that  challenges  the 
more  widely  held  view  that  habitua- 
tion is  probably  the  single  most  im- 
portant aspect  of  addictive  states. 


There  does  not  appear  to  be  any 
compelling  evidence  to  support  the 
concept  of  metabolic  lesions  in  heroin 
addicts  dictating  their  addiction. 

Some  of  the  original  work  on 
methadone  was  done  in  Lexington, 
Ky.,  by  Dr.  Harris  Isbell.  By  1949, 
he  had  shown  that  methadone  was  a 
dangerously  addictive  drug  that 
could  be  smoothly  substituted  for 
morphine  in  addicts.  By  gradual  sub- 
stitution, addicts  were  unable  to  tell 
morphine  had  been  replaced.  Dr. 
Isbell  went  on  to  show  that  when  in- 
jected, addicts  would  come  to  prefer 
methadone  over  heroin  and  mor- 
phine. It  may  be  inferred  from  these 
findings  that  in  an  addictive  popula- 
tion, methadone  may  have  a  greater 
addictive  potential  than  either  hero- 
in or  morphine. 

Seventeen  years  after  Isbell's  care- 
ful analysis  of  the  effects  and  uses  of 
methadone.  Dole  and  Nyswander 
published  a  report  about  a  new  suc- 
cessful treatment  of  heroin  addicts 
that  blocked  the  orgasmic  effects  of 
heroin  and  obviated  craving  for  hero- 
in. The  treatment  involved  the  use  of 
methadone.  At  this  point,  all  of  their 
claims  for  success  rested  on  the 
known  pharmacological  addictive 
properties  of  methadone.  So,  by 
choosing  these  factors  as  a  basis  for 
success,  they  could  not  miss. 

Since  the  government  is  now  sup- 
porting methadone  maintenance  as  a 
successful  treatment  for  heroin  ad- 
diction in  communities,  it  is  crucial 
that  we  examine  the  criteria  of  suc- 
cess it  is  using  to  determine  whether 
methadone  meets  these. 

Prior  to  1969  when  methadone 
maintenance  programs  began  to 
sprout  up  in  big  cities  across  the 
country,  the  principal  criterion  of 
success  in  treating  heroin  addiction 
was  attaining  a  drug-free  state.  How- 
ever, since  methadone  maintenance 
does  not  allow  this,  and  in  fact  main- 
tains addicts  in  an  addicted  state, 
there  had  to  be  a  redefinition  of  suc- 
cessful treatment. 

The  large  methadone  maintenance 
programs  such  as  the  ones  in  New 
York,  Chicago,  Philadelphia,  etc., 
are  now  reporting  successful  treat- 
ment in  terms  of  the  percentage  of 
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program  participants  employed  le- 
gitimately and  the  infrequency  of 
arrests  that  result  in  court  proceed- 
ings among  the  program  participants. 
Many  smaller  programs  that  cannot 
report  favorable  percentages  are 
justifying  their  existence  on  the  fact 
that  most  of  their  participants  show 
up  for  their  methadone. 

If  one  relates  to  heroin  addiction 
largely  in  terms  of  its  social  symp- 
tomatology, then  high  percentages 
of  employment  and  decreased  crim- 
inal activity  are  perhaps  the  best 
criteria  to  use  in  evaluating  the  suc- 
cess of  methadone  maintenance. 

An  analysis  of  methadone  pro- 
grams in  terms  of  these  criteria  is  re- 
ported by  Drs.  James  F.  Maddux  and 
Charles  L.  Bowden  in  a  recent  issue 
of  the  American  Journal  of  Psy- 
chiatry. They  point  out  two  major 
problems  with  statistics  on  criminal 
activity  and  employment  coming 
from  methadone  maintenance  pro- 
grams: ( I )  They  are  not  based  on  the 
initial  addict  populations  that  pro- 
grams begin  with,  and  (2)  The  com- 
parison data  is  unequal  and  insuffi- 
cient. 

One  can  even  find  discrepancies  in 
reports  of  crime  reduction  related  to 
methadone.  In  August  of  last  year,  a 
spokesman  for  the  State  Department 
of  Mental  Health  was  quoted  in  the 
Boston  Globe  as  saying  that  metha- 
done maintenance  had  led  to  a  reduc- 
tion of  crime  in  the  city.  In  Septem- 
ber, the  Globe  reported  on  an  FBI 
study  which  indicated  that  robberies 
and  aggravated  assaults,  two  cate- 
gories in  which  drug  crimes  are  in- 
cluded, increased  20  percent  and  15 
percent,  respectively,  in  Boston. 

In  other  cities,  where  there  was  an 
average  decrease  in  crime  of  2  per- 
cent, surrounding  suburban  areas 
experienced  a  5  percent  increase  in 
drug  crime  categories. 

It  is  clear,  at  least  to  me,  that 
there  is  no  firm  basis  for  saying  that 
methadone  maintenance  is  eliminat- 
ing crime. 

Maddux  and  Bowden  went  further 
to  compare  employment  reports 
from  methadone  maintenance  pro- 
grams to  those  of  drug-free  pro- 
grams. They  found  that  in  four  pub- 


lished reports  from  drug-free  pro- 
grams, there  was  a  median  employ- 
ment of  38  percent.  This  was  com- 
pared to  a  median  of  53  percent  of 
seven  methadone  maintenance  pro- 
grams. 


It  should  be  added  that  only  two 
of  the  methadone  maintenance  pro- 
grams reported  the  employment 
rates  of  program  participants  at  ad- 
mission. It  is  important  to  know  this 
information  if  the  effectiveness  of 
methadone  maintenance  programs 
in  increasing  employment  of  addicts 
is  to  be  fairly  judged. 

It  is  not  correct  to  assume  that 
employment  rates  among  addicts  en- 
tering methadone  maintenance  pro- 
grams are  zero.  One  may  or  may  not 
consider  the  I  5  percentage  point  dif- 
ference between  methadone  main- 
tenance programs  and  drug-free  pro- 
grams significant.  Even  if  it  is  con- 
sidered significant,  one  cannot  say 
that  it  represents  the  effects  of  metha- 
done maintenance;  neither  can  this 
difference  be  interpreted  as  a  success 
rate  of  70-90  percent. 

Although  Drs.  Maddux's  and 
Bowden's  analysis  is  not  definitive, 
it  does  focus  on  the  shaky  manner 
and  unsound  basis  upon  which  data 
is  now  being  reported  from  metha- 
done maintenance  programs.  Their 
study  also  seriously  raises  questions 
as  to  whether  statistics,  reported  to 
establish  claims  of  success  in  reduc- 
ing criminal  activity  and  increasing 
employment,  do  in  fact,  show  suc- 
cess. Instead,  they  conclude  that  re- 
ports are  too  ambiguous  and  exag- 
gerated to  be  reliable. 


A  new  problem  communities  face 
is  that  methadone  is  a  killer.  By  Oc- 
tober of  last  year,  the  Chief  Medical 
Examiner  in  New  York  City  re- 
ported that  there  had  been  100 
deaths  due  to  acute  methadone  in- 
toxification.  This  can  be  compared  to 
a  total  of  I  3  deaths  reported  for  the 
same  cause  in  all  of  1971.  This  in- 
crease in  deaths  from  methadone 
accompanies  a  decline  in  deaths  from 
other  addictive  drugs  during  the 
same  period.  From  January  to  Oc- 
tober of  1 97  I ,  there  had  been  7  1 9 
deaths  reported  due  to  addictive 
drugs.  From  January  to  October  of 
last  year,  there  had  been  687. 

If  we  subject  the  success  of  metha- 
done maintenance  programs,  to  a 
reasonably  objective  analysis,  we 
find:  (I)  There  had  to  be  a  redefini- 
tion of  what  successful  treatment  of 
heroin  addiction  is  to  institute  metha- 
done programs;  (2)  If  criminal  ac- 
tivity for  addicts  in  methadone  main- 
tenance programs  is  studied  over 
periods  of  time,  equal  to  periods  of 
addiction  prior  to  their  being  ad- 
mitted in  programs,  there  may  be  no 
difference  in  the  level  of  criminal 
activity;  (3)  If  one  could  correct  high 
employment  rates  reported  by  metha- 
done maintenance  programs  for  the 
rates  of  employment  of  addicts  at 
the  time  of  admission,  there  may  be 
no  appreciable  differences  in  em- 
ployment rates  of  addicts  in  metha- 
done maintenance  programs  and 
those  in  well  run  drug-free  programs, 
and  (4)  Methadone  is  turning  out  to 
be  a  new  killer  in  communities. 

This  discourse  offers  a  general 
assessment  of  heroin  abuse  and  hero- 
in addiction  as  community  prob- 
lems. It  also  offers  some  evaluations 
of  methadone  maintenance,  which  is 
the  Nixon  Administration's  solution 
to  the  heroin  problem.  The  final 
evaluation  must  be  your  own.  My 
position,  as  a  young  physician-in- 
training,  is  that  there  is  no  medical  or 
pharmacological  solution  to  any 
social  problem,  even  if  it  is  ordered 
by  the  government. 

My  conclusion  is  that  two  wrongs 
will  never  make  one  right  —  even  if 
one  can  be  substituted  for  the  other. 
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by  RobERT  S.  Aaron  '67 


IN  October  1971,  I  began  a  year's 
tour  of  duty  with  the  3rd  Marine  Di- 
vision, based  on  Okinawa.  This  di- 
vision, with  a  proud  and  bloody  his- 
tory, represents  the  Presidents 
"Force  in  Readiness'"  in  the  Far 
East,  and  its  9,000  infantrymen, 
tankers,  and  support  units  are  in  a 
position  to  be  deployed  on  very  short 
notice  anywhere  in  the  Orient  and 
as  far  west  as  India.  The  largest  base 
houses  and  trains  the  4th  Marine 
Regiment  and  is  called  Camp  Han- 
sen. 

The  camp  sits  in  the  rural  Orient, 
surrounded  on  three  sides  by  rice 
paddies,  and  is  well  north  of  the 
congested,  more  Westernized  part 
of  the  island.  On  its  fourth  side  lies 
Kin  Village,  a  town  of  several  hun- 
dred, seemingly  populated  almost 
entirely  by  camp  followers,  prosti- 
tutes, bar-girls,  pawn  shops,  and 
camera  stores.  Exotic  and  often  un- 
beatable forms  of  gonorrhea  are 
exchanged  nightly  between  residents 
of  Kin  Village  and  Camp  Hansen 
with  heavy  incidence  coming  to  light 
some  three  to  seven  days  after  pay- 
day. It  is  also  a  center  for  drug  trade 
among  Marines. 

The  Marine  Corps  is  the  infantry 
assault  unit  of  the  Navy  and  despite 
having  its  own  chain  of  command, 
topped  off  by  the  Commandant  of 
the  Marine  Corps,  it  is  under  the 
direction  of  the  Chief  of  Naval  Op- 
erations (Admiral  Zumwalt  —  fa- 
mous outside  the  military  for  his  rel- 
atively modern  ideas  and  Z-grams) 


and  the  Secretary  of  the  Navy.  It 
has  no  doctors  of  its  own,  thus  its 
medical  support  is  derived  from 
Naval  physicians  and  corpsmen. 
Among  Navy  personnel,  duty  with 
Marines  is  considered  a  hardship 
tour,  although  the  animosity  is  mixed 
with  grudging  affection  and  spirited 
and  frequently  violent  competition 
—  often  in  bars  —  much  like  a 
year's  tour  might  be  with  your 
mother-in-law.  The  drug  problem 
among  Marines  was  therefore  under 
the  purview  of: 

SECNAV  INSTRUCTION  6710.2 

From:       Secretary  of  the  Navy 
To:  All  Ships  and  Stations 

9  July  1971 

SUBJ:  Exemption  Program  for 
disclosures  of  Drug  Use 
and  Possession  Incident 
to  such  use. 

I.  Policy  ...  it  is  the  Policy  of 
the  Department  of  the  Navy  to 
eliminate  drug  abuse  by  the  use 
of  all  methods  that  prove  effec- 
tive in  combating  this  problem. 
One  primary  method  is  to  en- 
courage disclosures  of  drug  use 
—  through  a  program  of  Ex- 
emption. Members  of  the  Na- 
val service  who  make  voluntary 
disclosures  of  such  activities 
will,  under  terms  of  this  instruc- 
tion, be  granted  exemption 
from  disciplinary  action  and 
from  Discharge  under  other 
than  honorable  conditions.  Dis- 
closures will  enable  the  drug 
abuser  to  obtain  needed  medi- 
cal and  psychiatric  treatment, 
counseling,  spiritual  and  moral 
guidance,  and  other  rehabilita- 
tion, if  such  is  feasible  .  .  . 
Under  no  circumstances  will 
this  program  be  used  to  de- 
velop "informers"  for  the  pur- 
pose of  obtaining  information 
that  should  be  sought  instead 
through  normal  investigative 
procedures. 

The  instruction  went  on  to  de- 
fine "exemption,"  noting  that  it  did 
not  preclude  modifying  security 
clearances,  duty  assignments,  flight 
status,  etc.;  it  itemized  the  use  of 
which  drugs  fell  under  its  jurisdic- 
|  tion;  it  stated  that  exemption  was  a 
one-time  affair.  If  a  sailor  or  Marine 
were   caught   after   signing   up,    he 


would  be  liable  to  prosecution.  It 
noted  that  exemptees  must  sign  up 
voluntarily,  but  those  who  had  been 
"involuntarily  identified"  were  given 
24  hours  to  sign  up  for  the  program, 
thereby  allowing  a  Marine  who  had 
been  caught  via  the  mandatory  urine 
testing  program,  or  by  an  under- 
cover agent,  to  escape  official  pun- 
ishment. This  message  included  an 
interesting,  if  not  a  trifle  optimistic, 
notion  of  "sincerity";  exemptees 
must  be  sincere  to  qualify  for  the 
program.  Sufficient  evidence  for  a 
member's  sincerity  was  established 
by  his  "declared  intention  to  co- 
operate fully  in  his  own  rehabilita- 
tion program,"  i.e.,  by  signing  up! 
Pushers  were  excluded  from  eligi- 
bility. 

This  instruction  was  issued  sev- 
eral months  before  my  arrival  on 
Okinawa.  Career  Marines  generally 
scoffed  at  it,  but  carried  it  out  be- 
cause it  constituted  orders  from  the 
Secretary  of  the  Navy.  John  Chafee. 
From  a  practical  point  of  view,  all  it 
did  was  identify  some  users,  who 
were  signing  up  and  thereby  ad- 
mitting past  use.  To  no  one's  sur- 
prise, at  least  90  percent  of  all  those 
I  interviewed  during  my  first  month 
on  the  island  signed  up  simply  to 
avoid  prosecution;  others  thought 
it  represented  a  free  ticket  out  of  the 
service.  Only  the  rare  man  actually 
discontinued  the  use  of  drugs. 

In  November  1971,  1  gave  a  talk 
to  the  physicians  in  my  own  unit, 
3rd  Medical  Battalion,  summarizing 
my  views  at  that  stage. 

The  extraordinary  thing  about 
the  heroin  user  is  that  for  the 
most  part,  he  is  an  unwilling 
patient  and  refuses  to  see  him- 
self as  a  patient.  Most  people 
I've  evaluated  don't  want  to 
get  off  drugs  —  except  tem- 
porarily, to  get  the  authorities 
off  their  back  or  to  reduce  their 
habit  if  it  has  become  too  cost- 
ly. The  Commanding  Officer 
of  the  3rd  Medical  Battalion  is 
perplexed  about  why  people 
take  drugs.  I  don't  have  an  an- 
swer for  that.  One  of  my  pa- 
tients said,  "Everybody  wants 
to  get  high."  Our  problem  now 
is  that  people  do  take  drugs 
and  do  want  to  get  high,  that 
we  define  it  as  a  crime  or  an  ill- 


ness, and  they  do  not.  Is  it  any 
wonder  that  every  drug  pro- 
gram has  been  afflicted  by 
enormously  high  relapse  rates? 
In  our  present  state  of  knowl- 
edge, we  do  not  know  how  to 
cure  drug  addiction.  The  word 
"cure"  is  presumptuous  since 
for  the  most  part,  the  patient 
does  not  experience  this  as  a 
disease;  it  is  not  an  affliction 
but  is  intimately  bound  up  with 
questions  of  his  will.  The  medi- 
cal model  is  a  dead  end  .  .  . 

In  this  context,  we  are  being 
asked  to  interest  ourselves  and 
advise  in  the  running  of  the 
Drug  Exemption  Program. 
There  is  great  confusion  about 
whether  or  not  it  offers  "re- 
habilitation." Lt.  G,  from  the 
Division  Drug  Abuse  Office, 
noted  a  few  weeks  ago  that  no 
rehabilitation  is  offered,  and 
that  seems  to  me  a  fair  assess- 
ment of  this  basically  adminis- 
trative and  user  identification 
program.  But  a  small  number 
of  exemptees  do  join  in  order 
to  get  some  help.  I  have  a  letter 
from  the  Assistant  Sec.  of  the 
Navy  written  to  a  disgruntled 
Marine  in  which  the  DEP  is  de- 
scribed as  "offering  the  neces- 
sary rehabilitation  to  deal  with 
drug  addiction."  No  one.  in  or 
out  of  the  Navy,  can  do  that 
reliably.  It  is  no  wonder  that 
confusion  is  widespread. 

I  went  on  to  point  out  that  at 
least  75  percent  of  exemptees  con- 
tinue to  take  drugs,  directly  violat- 
ing the  program,  and  jeopardizing 
their  freedom.  Such  action  breeds 
disrespect  and  makes  a  mockery  of 
the  program,  which  seems  designed 
to  be  self-defeating.  Few  patients 
are  able  to  discontinue  their  addic- 
tion at  the  stroke  of  a  pen.  Next  I 
recounted  many  tales  of  unofficial 
harassment  of  exemptees,  particu- 
larly by  NCO's  and  company  level 
(Captain  and  1st  Lt.)  officers.  Final- 
ly, I  related  an  interesting  side  ef- 
fect of  a  recent  drug  control  effort: 

Until  around  early  October 
1971,  Marines  on  Okinawa 
could  easily  obtain  marihuana. 
At  that  time,  a  crackdown  on 
this  traffic  began,  chiefly,  ac- 
cording to  my  sources,  because 
marihuana  is  easy  to  detect, 
bulky,  dogs  can  sniff  it  out  and 
so  forth.  The  effort  has  been 
enormously    successful;    mari- 
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huana  is  exceedingly  difficult  to 
buy  now;  but  one  upshot  is  that 
Marines  are  turning  to  drugs 
that  are  available,  namely 
heroin  .  .  . 

I  had  no  idea  how  many  Marines 
had  turned  to  heroin  because  of  the 
unavailability  of  marihuana,  but  I 
was  confident  of  at  least  two  cases 
that  had  come  to  my  attention  and 
many  more  I  had  heard  of  second- 
hand. Many  months  later,  I  was  to 
read  of  a  similar  finding  from  the 
Navy's  Drug  Rehabilitation  Center 
at  Miramar,  California.  Over  the 
next  two  months,  I  interviewed  more 
intensely  the  Marines  on  the  pro- 
gram and  concluded  what  many  of- 
ficers had  privately  felt:  that  the 
program  was  a  facade  in  which  no 
one  really  had  any  faith. 

In  December  1971,  the  Division 
Commanding  General  rotated  to  a 
new  position  and  a  new  CG  took  his 
place.  I  went  to  a  reception  honoring 
his  assumption  of  command  which 
took  place  in  an  impressive  officers 
club  overlooking  the  Pacific.  Much 
drinking  and  hearty  fellowship  were 
in  evidence  and  when  my  fellow  di- 
vision psychiatrist  nudged  us  over 
to  within  hailing  distance  of  the 
General,  we  introduced  ourselves.  I 
congratulated  him  and  bluntly  said, 
"I  hope  we  can  do  something  about 
this  drug  thing  during  your  year 
here."  We  raised  our  glasses  to  toast 
the  early  demise  of  the  problem. 

Three  weeks  later,  the  general 
dropped  by  our  battalion  command 
post  for  a  briefing.  We  talked  about 
how  many  Marines,  away  from 
home  for  the  first  time  in  their  lives, 
had  a  difficult  time  adjusting  on  the 
island.  He  seemd  quite  interested  in 
how  we  might  cope  with  the  heavy 
use  of  drugs,  particularly  heroin, 
which  had  become  apparent  to  him 
during  his  first  month.  Eventually, 
he  was  willing  to  approve  a  pilot 
drug  program.  In  February  1972, 
our  first  group  met  in  a  field  tent.  As 
always,  the  roar  of  helicopters  and 
artillery  was  in  our  ears;  through 
slits  in  the  tent,  we  could  see  the  flash 
of  white  phosphorous  shells  and  the 
ugly  black  smoke  of  the  105  mm 
howitzer  rounds  as  they  crashed  into 


a  mountain  slope  about  two  miles 
away.  In  this  setting,  we  did  our 
work. 

Seven  months  later,  I  sent  the  fol- 
lowing letter  to  the  General: 

DIVISION  PSYCHIATRIST 

3RD  MEDICAL  BATTALION 

3RD  MARINE  DIVISION  (-) 

(REIN) 

FPO  SAN  FRANCISCO, 

CALIFORNIA  96602 

28  September  1972 

From:   Division  Psychiatrist, 
3rd  Medical  Battalion 

To:        Commanding  General, 
3rd  Marine  Division 

Subj:     The  Failure  of  Division 

Level  Drug  Rehabilitation 

In  January,  1972,  a  division- 
wide  drug  program  was  conceived 
by  personnel  in  the  department  of 
psychiatry.  The  following  month  a 
pilot  program  was  initiated  and,  by 


June  1972,  a  total  of  twenty  USMC 
and  USN  enlisted  men  had  partici- 
pated. Of  these,  twelve  had  signifi- 
cantly reduced,  on  a  short-term 
basis,  their  drug  use  while  in  the 
group;  another  man  drastically  cur- 
tailed his  drug  use  after  the  group 
ended,  while  he  continued  for  a  brief 
period  in  individual  treatment.  On 
the  basis  of  this  experience,  it  was 
decided,  with  the  Commanding  Gen- 
eral's approval,  to  expand  the  pilot 
program  into  a  full-scale  division 
program.  The  purpose  of  this  paper 
is  to  discuss  the  failure  of  that  pro- 
gram. 

In  its  final  form,  the  program 
called  for  all  personnel  on  the  Drug 
Exemption  Program  to  be  referred 
to  the  division  psychiatrist;  each 
would  participate  in  a  week-long 
group,  meeting  for  an  hour  a  day. 
The  group's  purpose  would  be  to  try 
to  outline  the  kinds  of  problems, 
both  mental  and  social,  associated 
with  drug-taking,  to  encourage  in- 
trospection,  to   confront   the   usual 
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defenses  employed  by  such  patients, 
particularly  externalization  and  ra- 
tionalization, and  to  screen  the 
participants  for  entrance  into  a  tra- 
ditional, long-term,  once-weekly 
therapy  group. 

A  total  of  24  Marines  and  sailors 
went  through  such  a  screening  group; 
each  was  given  the  opportunity  to 
continue  in  a  long-term  group  and 
six  members  chose  that  route.  The 
others  were  returned  to  their  units 
with  no  further  follow-up  planned. 
The  senior  corpsman  in  the  clinic 
arranged  to  meet  with  the  six  pa- 
tients who  desired  to  continue;  only 
one  showed  up  the  first  night.  An- 
other meeting  was  planned  with 
these  volunteers;  again  one  man, 
the  same  one,  showed  up.  After  a 
third  meeting  failed  to  materialize, 
the  program  was  dropped.  Inter- 
estingly, there  is  a  division  order  re- 
quiring all  new  drug  exemptees  to 
be  referred  to  our  office.  Since  the 
initial  flurry  following  institution  of 
the  order  however,  no  referrals  have 


been  made.  No  new  patients  are 
coming  our  way  and  the  program  is 
effectively  defunct. 

In  thinking  about  the  reasons  for 
the  failure  of  this  effort,  several  ob- 
vious points  are  worth  discussing. 
First  is  the  widespread  official  re- 
sistance to  any  sort  of  drug  rehabili- 
tation program.  This  resistance  has 
been  most  apparent  at  the  company 
CO.  level  and  below,  and  is  ex- 
pressed in  many  ways:  for  example, 
I  immediately  think  of  the  virtual 
drying  up  of  referrals  despite  a  di- 
vision order  to  the  contrary.  Another 
example  occurred  months  ago,  when 
the  program  was  getting  started;  my 
corpsmen  and  I  spent  between  ten  to 
fifteen  hours  per  week  on  the  tele- 
phone trying  to  reach  drug  exemp- 
tion officers  who  did  not  return  our 
calls.  There  were  exceptions  to  this 
phenomenon,  but  for  the  most  part, 
passive  resistance  —  failure  to  re- 
turn calls,  bungled  appointment 
times  attributable  to  commands  or 
Drug  Exemption  Officers,  command 


or  NCO  insistence  that  a  man  may 
not  keep  an  appointment  —  was 
common  and  extremely  effective  in 
sabotaging  our  early  efforts.  Higher 
up  in  the  chain  of  command,  despite, 
no  doubt,  personal  and  private  res- 
ervations, colonels  and  generals  who 
received  us  did  so  with  courtesy  and 
enthusiasm.  The  tone  of  this  recep- 
tion was  set  by  the  Commanding 
General  and  his  Chief  of  Staff.  For 
instance,  we  had  been  meeting  in  a 
dilapidated  tent  for  three  months 
which  threatened  to  wash  away  in  a 
rainstorm  and  when  this  became 
known  to  the  Commanding  Gen- 
eral, we  were  provided  with  a  bar- 
racks in  two  days.  I  believe  there  is 
something  to  be  learned  from  this: 
passive  resistance  emerged  in  its 
strongest  form  at  the  level  of  com- 
mand having  most  to  do  on  a  day  to 
day  basis  with  the  drug  user;  I  am 
convinced  that  this  resistance  re- 
flected the  personal  frustration  these 
commanders  and  sergeants  felt  in 
their  dealings  with  these  men.  Our 
efforts  to  overcome  this  resistance, 
in  the  form  of  meetings  with  the 
NCOIC  of  each  man  in  the  program, 
had  in  fact  some  success  but  required 
a  tremendous  expenditure  of  time 
and  energy  —  and  could  not  be 
realistically  applied  division-wide. 
In  fact,  the  reality  and  the  enormity 
of  the  problem  faced  by  these  com- 
manders, responsible  as  they  were 
for  ofttimes  recalcitrant,  unhappy, 
impulsive  Marines  who  were  of  little 
value  to  them  and  perpetually  in 
trouble  and,  they  felt,  often  "in- 
fected" "good"  Marines,  easily  ac- 
counts for  their  anger.  More  often 
than  not,  their  wish  was  for  us  some- 
how either  to  transform  or  dispose 
of  these  patients.  Neither  of  these 
options  in  the  long  run,  was  avail- 
able to  us. 

Easily  matching  or  surpassing 
this  passive  resistance  was  the  active 
resistance  we  encountered  among 
many  Marines  in  the  Division.  Drug 
users  are  simply  not  liked  by  non- 
users,  particularly  when  the  non- 
users  are  in  positions  of  responsi- 
bility. Any  effort  to  regard  drug 
users  as  rather  pathetic,  inadequate 
persons  in  need  of  help,  was  rou- 
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tinely  looked  upon  with  skepticism 
and  cynicism,  if  not  outright  con- 
demnation. By  their  lifestyle,  drug 
users  openly  challenge  the  ethic  of 
hard  work,  delayed  gratification,  re- 
ward for  achievement  - —  the  puritan 
ethic  —  that  motivate  career  men 
in  any  profession.  While  open  hos- 
tility was  rarely  expressed  directly 
towards  men  or  the  N-P  technicians 
who  worked  so  hard  to  set  up  our 
initial  program,  it  was  common 
knowledge,  even  in  our  battalion, 
that  various  officers  in  charge  were 
both  derisive  in  their  comments  and 
undercutting  in  their  behavior  of 
our  attempts.  I  point  this  out,  not 
only  because  it  is  comprehensible, 
but  because  our  battalion,  even  with 
its  obviously  heavy  medical  orienta- 
tion, was  no  exception  when  it  came 
to  attitude  and  support  for  the  ideas 
with  which  we  were  trying  to  ex- 
periment. 

Beyond  resistance  from  officers 
and  NCO's,  there  was  the  profound 
resistance  of  the  patients  themselves. 
Drug  exemptees,  90  percent  by  our 
survey  of  75  men,  joined  the  pro- 
gram either  to  avoid  prosecution  or 
to  obtain  a  discharge.  Only  a  tiny 
fraction  perceived  that  they  were  ex- 
periencing internal  difficulties.  Over- 
whelmingly, our  patient  population 
was  composed  of  a  manipulative, 
psychopathic  type  who  did  not  want 
help,  resented  our  attempts,  feared 
that  they  might  be  considered  re- 
habilitated and  be  returned  to  full 
duty  with  expectations  that  they 
would  complete  their  tour.  In  short, 
they  were  angry  at  us  and  were  ex- 
tremely resistant  to  therapeutic  ef- 
forts. 

In  our  initial  pilot  program,  we 
devoted  three  hours  a  day,  five  days 
a  week,  for  three  weeks  in  group 
meetings.  These  groups  of  patients 
did,  in  fact,  produce  some  remark- 
able results.  Drug  use  in  all  three 
groups  that  completed  the  program 
declined  markedly,  as  reported  by 
the  patients  themselves  in  unsigned 
weekly  notes  to  us.  This  decline 
seemed  to  me  and  the  corpsmen  in 
charge  to  be  associated  with  a  deep- 
ening self-awareness  and  the  relin- 
quishing of  traditional  defenses  by 

24 


the  patients.  We  attempted  long- 
term  follow-up  of  these  20  patients 
over  a  three-month  period,  but  be- 
cause of  a  shortage  of  personnel  and 
continuous  turnover  in  the  division, 
this  was  impossible.  There  is  no 
question  but  that  some  men  in  that 
phase  of  our  work  were  significantly 
improved,  possibly  profoundly  so. 
But  our  error  was  in  thinking  that 
small  group  meetings  were  in  them- 
selves therapeutic,  and  that  this 
principle  could  be  applied  across  the 
board.  In  the  final  phase,  the  divi- 
sion-wide setup,  we,  in  effect,  re- 
duced the  number  and  frequency  of 
meetings,  and,  to  our  surprise,  were 
unable  to  generate  any  enthusiasm 
for  the  effort. 

The  root  of  the  matter  is  clear,  it 
seems  to  me.  We  have  been  trying  to 
apply  the  medical  model  to  our  pa- 
tients; we  have  considered  them  "pa- 
tients" with  an  "illness."  This  usual- 
ly works  when  the  patient  has  pneu- 
monia or  a  broken  leg;  the  gain  from 
those  illnesses  is  far  overshadowed 
by  the  inconvenience  and  discom- 
fort. With  drug  addicts,  however, 
the  individual  rarely  defines  himself 
as  the  "patient";  he  does  not  rou- 
tinely seek  help  to  rid  himself  of  his 
addiction  —  the  assistance  he  wants 
is  to  minimize  the  bad  side  effects 
and  social  consequences  of  his  habit. 
It  is  no  wonder  then  that  there  is  such 
fierce  resistance  from  our  young  men 


who  are  on  drugs.  From  their  point 
of  view,  we  are  being,  simply,  pre- 
sumptuous. 

There  is  universal  disillusion- 
ment with  drug  programs:  none,  as 
far  as  I  know,  have  demonstrated  ef- 
fectiveness over  the  longrange.  This 
includes  traditional  psychotherapy, 
group  work,  and  methadone  main- 
tenance. Our  experiments  here  were 
successful  beyond  our  fondest  hopes, 
but  only  with  an  unrealistic  invest- 
ment of  time  and  energy.  The  final 
program  in  retrospect  was  appro- 
priate to  our  resources  but  inade- 
quate to  our  goals.  Keeping  this  in 
mind,  for  the  future  we  cannot  ex- 
pect to  provide  effective  drug  re- 
habilitation programs  at  the  division 
level.  The  only  men  we  can  hope  to 
help  at  this  stage  of  our  knowledge, 
are  the  idiosyncratic  cases,  those 
few  who  are  already  well-motivated 
to  stop  taking  drugs,  and  these  men 
can  best  be  helped  at  the  level  of 
local  commands  or  through  indi- 
vidual psychiatric  care  from  this  of- 
fice. From  the  Division  we  should 
expect  only  that  more  experiments 
will  be  attempted,  that  our  knowl- 
edge will  slowly  increase,  and  that, 
as  Arrowsmith  noted,  "Perhaps  we'll 
fail." 


Robert  Aaron.  LCdr.  MC,  USNR, 

Division  Psychiatrist 


Aaron's  Answer 


Who  are  the  experts?  From  what 
experience  can  we  learn  how  to  deal 
with  this  dreadful  problem?  I  left 
Okinawa  firmly  baffled  and  remain 
so.  More  and  more  I  am  convinced 
that  the  only  remediable  aspects  of 
the  drug  problem  are  those  outside 
the  "patient";  high  crime  rates,  cor- 
rupt police,  unconscionable  insur- 
ance premiums,  inconvenience  at 
the  post  office  and  at  customs,  the 
involvement  of  organized  criminals, 
my  own  unease  when  I  leave  my 
apartment  and  wonder  how  many  of 
my  possessions  will  be  there  when  I 
return.  We  have  created  a  large 
criminal  class,  whose  crimes  are  a 
product  of  their  habit.  For  the  fore- 
seeable future,  drug  addicts  (heroin 
addicts  a  half-million  strong  by  a 
CBS  News  account)  are  here  to  stay. 
In  all  of  this,  I  have  been  neglected; 
I  have  been  forced  to  pay  their  price, 
in  taxes,  insurance,  inconvenience, 
and  fear. 

Heroin  is  one  of  the  least  expen- 
sive drugs.  I  feel  it  is  time  to  legalize 
its  use.  I  propose  making  it  a  pre- 
scription medicine  for  registered 
addicts.  What  would  the  test  of  an 
addict  be?  I  do  not  believe  any  com- 
plicated procedure  or  history  taking 
method  would  be  worth  the  expendi- 
ture. The  patient's  say  so  is  enough. 
Beyond  an  initial  flurry  of  experi- 
menters, I  do  not  believe  there  would 
be  large  scale  mobbing  of  heroin 
clinics  by  non-users.  I  propose  re- 
taining  some   notion   that   to  be  a 


heroin  addict  is  to  bear  a  liability 
and  would  make  this  liability  known 
to  prospective  employers.  My  guess 
is  that  a  well-maintained  addict  who 
does  not  have  to  steal  for  his  heroin 
would  be  a  better  job-holder  than  he 
is  under  the  present  system.  At  the 
very  least,  some  of  the  enormous 
social  consequences  mentioned 
above  would  abate  somewhat.  The 
cost  of  giving  out  heroin  has  got  to 
be  less  than  what  we  are  paying  now 
either  in  dollars  or  apprehension.  If 
my  prediction  is  wrong,  we  could 
easily  return  to  the  present  fiasco  of 
harsh  enforcement  and  encampment. 
As  for  the  addict  himself,  we  must 
resort,  in  the  end,  to  questions  of  will 
and  what  it  is  that  makes  life  worth- 
while. My  patients  have  almost  uni- 
versally been  lonely,  isolated  in- 
dividuals whose  intense  transactions 
with  the  world  are  in  the  minute 
sphere  of  dealing  with  one  another 
and  their  pushers.  Their  waste  is 
colossal  in  scope;  and  it  is  heart- 
breaking; and  it  is  their  choice.  I 
have  run  out  of  research  ideas;  I 
would  support  others  and  demand 
results  from  pilot  programs  before 
expanding  them.  If  there  is  help  for 
the  patient,  if  there  is  interest,  if 
that  quality  that  drew  us  into  medi- 
cine in  the  first  place  generates  ideas 
which  will  help,  if  we  can  learn,  so 
be  it.  Let  our  money  go  into  research, 
not  police.  And  in  the  meantime,  let 
us  stop  punishing  ourselves  by  mak- 
ing a  criminal  of  the  addict  and  a 
victim  of  the  citizen. 
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Letters 


To  the  Editor: 

May  I  point  out  two  corrections 
related  to  my  "Commentary"  in 
the  September-October  issue.  First, 
my  title  at  HCHP  is  Director  of 
Medical  Planning.  The  Medical 
Director's  position  is  ably  filled  by 
Dr.  H.  Richard  Nesson. 

Secondly,  on  page  20,  it  is  stated 
that  HCHP  has  enrolled  29,000 
subscribers  of  which  2,500  are 
Medicaid  recipients  and  1 ,000  are 
subscribers  through  the  Health 
Cost-Supplementation  Program.  In 
each  place  "members"  should  be 
substituted  for  "subscribers."  Mem- 
bers include  both  subscribers  and 
the  dependents  who  are  covered  un- 
der the  subscriber's  contract. 

Joseph  L.  Dorsey  '64 

ClARifyANd  DeMne 

To  the  Editor: 

The  recent  article  by  Dr.  Waitzkin 
and  Ms.  Cohen  on  HMO's  deserves 
comment  on  a  number  of  issues; 
primary  among  which  is  the  authors' 
ready  acceptance  of  the  plot  inter- 
pretation of  the  health  care  crisis  as 
proposed  by  Health  PAC.  However, 
the  statement  "in  our  opinion  en- 
thusiasm for  HMO's  supported  by 
national  health  insurance  has  helped 
divert  attention  from  the  fact  that 
national  health  insurance  will  not 
solve  the  distributional  crisis  in 
American  medicine,"  is  partially 
false  on  two  counts. 

First,  extension  of  the  insurance 
principal  to  health  care  for  all  citi- 
zens would  do  a  great  deal  to  allevi- 
ate the  fiscal  problems  of  many  rural 
health  programs.  The  Farm  Workers 
Health    Service    in    the    California 


State  Department  of  Public  Health, 
supports  a  number  of  migrant  health 
operations  in  which  services  could 
be  provided  by  main  stream  pro- 
viders if  reimbursement  was  avail- 
able. Additional  project  funds  could 
then  be  expended  on  facilitating 
services,  such  as  transporation,  pa- 
tient advocacy,  etc. 

Second,  the  innovative  potential 
of  HMO's  is  directly  relevant  to  the 
problem  of  the  maldistribution  of 
physicians.  Certain  kinds  of  efficien- 
cies in  medical  care  exist  involving 
one  to  one  physician  patient  con- 
tacts. These  may  be  such  things  as 
the  use  of  nurse  practitioners  or 
physician  assistants  or  automated 
health  screening.  These  efficiencies 
can  exist  for  the  solo  practitioner  as 
well  as  in  the  group  practice  setting. 

Other  "system  efficiencies"  are 
found  only  in  association  with  the 
HMO  concept.  Rationalized  utiliza- 
tion of  the  mix  of  outpatient/in- 
patient  services  account  in  large 
measure  for  the  dollar  savings  at- 
tributable to  the  Kaiser  operation  as 
noted  by  Dr.  Dorsey. 

Other  system  efficiencies  are  also 
possible  under  the  HMO  concept.  If 
the  rural  health  care  problem  is 
viewed  as  a  transportation  problem, 
under  the  sponsorship  of  a  large 
HMO,  transportation  of  physicians 
and  other  health  personnel  to  and 
from  isolated  areas  is  a  distinct  pos- 
sibility. Within  the  average  com- 
mute time,  personnel  scarce  in  rural 
areas  can  be  transported  from  urban 
centers.  I  personally  don't  think  that 
other  expedients  such  as  trying  to 
change  attitudes  of  physicians  so 
that  they  will  wish  to  live  in  rural 
areas  is  likely  to  be  effective.  Des- 
pite its  many  problems,  the  urban/ 
suburban  areas  are  likely  to  attract 


most  persons  as  places  of  residence 
in  the  forseeable  future. 

Clearly  such  schemes  will  increase 
the  dollar  cost  of  services.  However, 
the  aggregate  change  in  cost  would 
be  small  in  a  large  group  enterprise. 
Also,  I  suggest  that  a  compulsory 
system,  centrally  administered  as 
suggested  by  the  authors,  would  be 
insensitive  to  this  kind  of  considera- 
tion. Especially  in  a  cost  conscious 
climate.  Forced  doctoring  also  would 
probably  be  unacceptable  to  the 
rural  health  consumer.  However, 
strong  regional  HMO's  could  press 
for  this  type  of  innovation,  thus  in- 
creasing service  availability  and  con- 
sumer satisfaction,  not  to  mention 
the  satisfaction  of  professionals  pro- 
viding services. 

John  J.  McNamara  '65 

To  the  Editor: 

I  would  like  to  add  a  few  com- 
ments to  your  recent  debate  about 
the  Harvard  Community  Health 
Plan.  Waitzkin  and  Cohen  propose 
to  remedy  the  problem  of  maldis- 
tribution and  increasing  cost  of 
medical  services  by  instituting  both 
national  health  insurance  and  a  na- 
tionalized health  service.  Their 
quarrel,  then,  is  not  really  with 
Health  Maintenance  Organizations 
per  se,  but  with  the  development  of 
HMOs  as  an  alternative  to  more 
radical  solutions.  Dorsey  effectively 
rebuts  many  of  their  specific  criti- 
cisms of  the  HCHP.  However.  I 
would  like  to  take  issue  with  his  con- 
cluding remark,  which  implies  that 
HMOs  ".  .  .  offer  a  partial  solution 
to  the  problems  of  manpower  dis- 
tribution in  urban  centers."  My  dis- 
agreement relates  to  two  main  points. 

1 .   In    the   absence   of  National 
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Health  Insurance,  or  some  equiva- 
lent, HMOs  will  tend  to  serve  that 
very  segment  of  the  population 
which  is  currently  obtaining  medical 
care  —  employed  families  receiving 
medical  insurance  as  a  fringe  bene- 
fit —  rather  than  the  urban  or  rural 
poor.  The  reasons  for  this  are  simple. 
Given  the  current  discontinuities 
and  categorical  nature  of  medical 
funding  for  the  poor,  the  marketing 
and  administrative  efforts  required 
to  enroll  and  maintain  such  a  group 
are  prohibitive.  This  point  has  been 
effectively  made  by  Blendon1  and  is 
illustrated  by  the  enrollment  data 
at  HCHP.  Currently  only  3,500 
(12.1%)  of  the  Plan's  29,000  sub- 
scribers are  from  low-income  fami- 
lies, and  it  would  appear  that  as  the 
Plan  continues  to  grow  the  percent- 
age of  low-income  families  will 
drop. 

It  is  far  easier  to  ask  an  employer 
to  deduct  a  monthly  premium  from 
salaries  of  employees  electing  to 
join  an  HMO  than  to  deal  with  the 
maze  of  eligibility  criteria  and  juris- 
dictional boundaries  currently  regu- 
lating the  payment  of  health  care  for 
the  poor.  Similarly,  the  efforts  in- 
volved in  enrolling  the  widely  scat- 
tered self-employed  persons  living 
in  rural  America  create  a  disincen- 
tive to  the  enrollment  of  this  group. 
The  consequences  are  the  selection 
of  urban  or  suburban  employed 
families  as  target  populations  for 
developing  HMOs. 

2.  Start-up  and  developmental 
costs  for  HMOs  are  very  high.  Ac- 
cording to  the  figures  listed  by  Waitz- 
kin  and  Cohen,  the  HCHP  received 
approximately  4.5  million  dollars  in 
nonsubscriber  income  between  1968 
and  1970.  The  plan  has  only  just 
reached  its  theoretical  break-even 
enrollment  figure  of  30,000  sub- 
scribers. Thus,  an  initial  subsidy 
of  approximately  $150  per  person 
was  required  for  planning  and  de- 
velopment, in  addition  to  the  annual 
premiums  charged  for  actual  health 

1  Blendon,  R.  J.:  The  Age  of  Dis- 
continuity: the  financing  of  innova- 
tive health  care  programs  in  poverty 
areas.  J.  Hopkins  Med.  J.  128:  24- 
29,  1971. 


coverage.  Few  other  institutions  have 
Harvard  University's  skill  in  obtain- 
ing public  and  private  financial 
support,  and  private  philanthropy 
for  development  of  HMOs  seems 
to  be  limited  at  present.  It  may  be 
that  congressionally  authorized  sup- 
port for  HMOs  will  be  forthcoming, 
but  the  level  of  funding  needed  to 
establish  sufficient  numbers  of 
HMOs  to  change  the  current  mal- 
distribution of  physicians  would  be 
enormous,  and  one  might  legitimate- 
ly question  whether  other  solutions 
might  not  be  more  effective. 

Thus,  while  I  agree  that  HMOs 
can  offer  high  quality  comprehen- 
sive care  in  an  efficient  manner,  I 
fear  that,  in  the  absence  of  substan- 
tial changes  in  the  financing  of 
health  delivery,  HMOs  are  not  an 
effective  solution  to  the  maldis- 
tribution of  medical  serv  ices. 

Steven  A.  Schroeder  '64 

To  the  Editor: 

Waitzkin  and  Cohen  in  their  arti- 
cle "A  Critical  Appraisal  of  the  Har- 
vard Community  Health  Plan"  state 
that  "under  a  National  Health  Serv- 
ice ..  .  physicians  can  be  assigned  to 
areas  of  need."  They  repeat  this  idea 
explicitly  or  implicitly  several  times 
and  themselves  support  the  idea  that 
redistribution  of  medical  care  re- 
quires such  compulsory  measures. 
In  his  reply  to  their  critique  Dorsey 
seems  to  accept  the  same  idea  that  a 
national  health  service,  such  as 
those  in  Russia,  Cuba,  China,  or 
Great  Britain  compels  physicians 
to  serve  in  areas  with  unfavorable 
physician  ratios.  It  is  my  impression 
that  the  above  statements  do  not 
apply  to  the  British  National  Health 
Service.  I  would  argue  that  without 
such  assignment  of  physicians  to 
areas  of  need  the  British  have  to  a 
great  extent  corrected  the  problem 
of  maldistribution  and  that  we  can 
learn  much  from  the  British  experi- 
ence. 

The  British  system  works  to  my 
recollection  as  follows:  If  a  general 
practitioner  chooses  to  practice  in 
areas  in  which  there  is  a  serious 
shortage   he  receives  an  additional 


payment  above  the  usual  capitation 
schedule.  If  he  practices  in  areas 
with  only  a  few  vacant  positions,  he 
receives  the  normal  fee.  If  an  area  is 
filled,  the  government  will  not  pay 
the  practitioner.  The  physician  can 
practice  in  such  an  area,  but  must 
rely  entirely  on  private  practice 
earnings.  Since  it  is  rarely  possible 
for  a  doctor  to  earn  enough  without 
health  service  support,  doctors  tend 
to  move  to  areas  in  which  vacancies 
exist.  But  I  do  not  believe  that  any 
doctor  is  assigned  to  an  area  of 
shortage  or  is  moved  involuntarily 
to  such  an  area. 

The  control  in  the  specialties  is 
slightly  different,  but  still  involves 
no  assignment.  The  health  service 
controls  the  number  of  trainees  in 
each  specialty  by  the  simple  means 
of  financing  only  a  limited  number 
of  trainee  positions.  Since  in  some 
fields  the  competition  is  intense, 
those  who  do  not  get  training  posi- 
tions in  the  specialty  of  their  choice 
either  choose  a  less  crowded  spe- 
cialty or  go  into  general  practice. 
The  distribution  of  specialists  is 
controlled  by  the  simple  mechanism 
that  the  health  service  allots  to  each 
hospital  only  a  limited  number  of 
positions  in  each  specialty.  Vacan- 
cies are  advertised,  and  the  hospital 
or  the  regional  board  chooses  the 
best  qualified  applicant.  The  trained 
specialist  is  never  assigned  to  a  posi- 
tion, but  is  free  to  apply  or  not  as  he 
chooses.  By  this  method  there  has 
been  achieved  a  much  more  effective 
distribution  of  specialists  than  exist- 
ed before  the  health  serv  ice. 

I  would  point  out  that  this  system 
is  no  different  from  that  prevailing 
in  the  United  States  in  many  areas. 
No  one  suggests  that  students  are 
"assigned"  to  medical  schools  in 
this  country,  but  all  medical  school 
positions  throughout  the  country  are 
filled  because  the  number  of  posi- 
tions in  each  school  is  limited. 

I  would  suggest  that  a  system  in 
which  the  financing  is  controlled 
can  achieve  better  distribution  with- 
out the  undesirable  expedient  of  as- 
signment. It  is  curious  that  this  meth- 
od of  solution  has  received  so  little 
attention    in    discussions   of   health 
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planning  in  the  United  States.  I 
would  suggest  that  such  a  system 
might  not  only  achieve  better  geo- 
graphic distribution,  but  also  cor- 
rect the  gross  overcrowding  of  many 
specialties,  and  would  also  provide 
a  more  reasonable  ratio  between 
specialists  and  primary  physicians. 

Norman  Geschwind  '5  1 

BuracI<  BIasts  BacI< 

To  the  Editor: 

From  the  vituperation  in  a  cer- 
tain three  letters  in  the  September- 
October  1972  issue  of  the  Bulletin, 
published  under  the  heading  "Neg- 
ative Comments  Blast  Burack's  Rx," 
I  gather  that  my  article  in  the  May- 
June  1972  issue  (subsequently  re- 
printed in  the  Congressional  Rec- 
ord) must  have  hit  squarely  on  the 
mark. 

Three  days  before  I  received  the 
September-October  issue  of  the 
Bulletin,  the  phone  rang  in  my  office 
and  a  Dr.  Fenimore  Johnson  of  the 
Upjohn  Company  in  Kalamazoo, 
Michigan,  was  on  the  line  to  invite 
me  to  "chair,,  a  symposium  on  con- 
flict of  interest  within  medical 
schools,  on  December  5th  in  Chi- 
cago. The  audience  would  comprise 
a  number  of  "Professors  of  Medi- 
cine" in  the  Midwest.  It  would  be  an 
evening  meeting  at  a  plush  club, 
with  cocktails  and  dinner  before- 
hand. He  offered  to  pay  my  trans- 
portation, expenses,  and  a  generous 
honorarium.  Upon  realizing  that  he 
represented  Upjohn,  I  requested  a 
few  days  to  think  it  over.  Upjohn,  I 
figured,  was  not  going  to  get  Richard 
Burack  into  a  position  where  anyone 
in  the  future  could  accuse  him  of 
taking  anything  that  smacks  of  fa- 
vors from  the  drug  industry,  a  prac- 
tice I  have  deplored  among  influen- 
tial persons  in  medicine.  Imagine  my 
surprise,  then,  when  three  days  later 
I  found  in  your  Bulletin  a  hostile 
letter  by  one  Fenimore  T.  Johnson 
'43B,  with  absolutely  no  mention 
of  his  being  a  very  high  ranking  ex- 
ecutive with  Upjohn.  I  wonder  how 
many  of  your  readers  were  aware  of 


this  little  trick.  Now,  I  find  nothing 
inherently  wrong  with  a  doctor's 
working  for  a  drug  manufacturer 
provided  such  a  doctor  makes  it  clear 
when  he  writes  in  an  eminent  Bulle- 
tin or  speaks  as  an  authority  at  medi- 
cal meetings  that  he  is  on  the  payroll 
of  the  industry.  To  do  otherwise  is 
to  masquerade  as  an  objective  source 
of  opinion  or  information  —  and 
this  is  what  Johnson  has  done.  I 
conclude  that  the  gentleman  is 
either  insensitive  or  dishonest.  I 
cannot  respect  him.  So  much  for 
Johnson. 

There  is  a  second  hostile  letter 
by  Charles  C.  Leighton  '64.  It  is 
shockingly  loose  with  truth.  To  be 
sure,  Leighton  does  admit  working 
for  "a  major  drug  firm,"  but  anyone 
who  has  taken  the  time  to  read  the 
many  documented  volumes  of  the 
Nelson  and  Kefauver  Subcommit- 
tee Hearings  knows  full  well  the 
temerity  with  which  these  firms 
have  time  after  time  arrogantly  dis- 
torted their  advertisements  and  even 
"Dear  Doctor"  letters.  By  eliminat- 
ing the  first  nine  words  and  two 
commas  from  a  sentence  in  my  May- 
June  article,  young  Leighton  man- 
ages to  change  its  meaning.  Thus  I 
wrote,  "From  my  own  busy,  private 
practice  of  internal  medicine,  I 
know  that  98%  of  all  patients  can 
be  adequately  treated  with  25  or 
fewer  drugs  and  some  of  these  need 
be  used  only  rarely."  A  fair-minded 
and  experienced  clinician  would 
know  from  this  that  I  was  referring 
to  drugs  necessary  to  treat  office 
and  most  hospitalized  patients;  that 
I  was  not  referring  to  "general 
anesthetics,"  "therapeutic  gasses," 
"radiopaque  media,"  "narcotic  an- 
tagonists," pediatric  drugs,  etc.  How- 
ever, Leighton  would  apparently 
pull  any  ruse  to  discredit  me  in  the 
minds  of  readers  who  either  have 
not  read  "Burack's  Rx"  in  the  May- 
June  Bulletin  or  have  forgotten  its 
details.  When  I  was  a  graduating 
medical  student  twenty-one  years 
ago  at  the  Bowman  Gray  School  of 
Medicine  of  Wake  Forest  Universi- 
ty, and  later  intern  and  resident  on 
the  Harvard  Medical  Services  of  the 
Boston  City  Hospital,  a  stunt  such 


as  Leighton  tried  would  have  earned 
him  instant  ignominy. 

A  third  letter,  from  Raymond  E. 
Jankowich  '55,  contains  little  im- 
portant factual  information.  Instead, 
he  dismisses  what  I  wrote  as  a  "glib 
harangue"  and  discovers  in  it  a 
"tabloid  fashion  .  .  .  not  in  keeping 
with  the  dignity  of  the  Bulletin."  He 
concludes  with  an  ad  hominem 
flourish:  "It  seems  personal  prej- 
udices far  outweigh  reason  in  this 
article  and  the  extrapolations  are 
likewise  biased."  I  do  not  profess  to 
know  what  he  pejoratively  refers  to 
as  "tabloid  fashion"  and  deny  any 
intent  other  than  to  have  been  suc- 
cinct, accurate  as  I  could  be,  and 
hard-hitting.  Jankowich  had  better 
take  a  second  look  at  drug  advertise- 
ments before  he  gets  on  his  high 
horse  over  "tabloid  fashion." 

I  believe  wholeheartedly,  as  I 
wrote  before,  that  the  continuing  de- 
pendence of  all  segments  of  the  medi- 
cal profession  (especially  its  aca- 
demic wing)  upon  drug  industry 
"favors"*,  and  its  refusal  to  ac- 
knowledge the  existence  of  an  over- 
ly-inflated industry  feeding  on  an 
artificially-induced  market  in  the 
field  of  health  care  are  bound  to  get 
the  profession  into  bad  trouble. 

I  am  grateful  to  Drs.  Christopher 
Thron  '59,  and  Sedgwick  Mead  '38, 
for  their  excellent  letters  in  response 
to  Dr.  Young  (The  Persistence  of 
Medical  Quackery  in  America)  and 
to  me.  Dr.  Mead  has  written  a  par- 
ticularly clear,  courageous  letter, 
behind  which  there  must  be  a  fine 
character  and  rock-like  integrity. 

Richard  Burack 


*  The  industry,  according  to  one  of 
its  ex-executives  who  testified  be- 
fore the  Senate,  does  not  give  favors; 
it  makes  investments. 

AIumnus  CaIIs  For 
New  HMS  Department 

To  the  Editor: 

Shortly  after  returning  from  the 
fiftieth  reunion  of  my  class  at  Har- 
vard Medical  School,  I  received  and 
read    the    number   of   the    Bulletin 
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which  contained  the  article  express- 
ing the  faculty's  and  student  body's 
unanimous  condemnation  of  our 
government's  resumption  of  the 
bombing  of  North  Vietnam.  I  was 
amazed  (and  I  believe  reasonably 
so)  that  an  institution  which  has  de- 
servedly become  famous  for  its 
wholly  objective  and  unemotional 
search  for  the  truth  concerning  the 
problems  of  the  health  of  the 
human  body  (and  mind)  should  sud- 
denly come  forth  with  this  absolute 
and  unexplained  conclusion  con- 
cerning the  welfare  of  our  nation 
and  the  science  of  society,  a  subject 
so  complicated,  so  vital  and  so  dis- 
tinct from  that  with  which  the  school 
was  established  to  deal  and  has 
heretofore  dealt.  Coming  as  it  does 
unsupported  and  unexplained  at 
this  time  when  the  subject  is  so 
politically  controversial,  it  can  be 
interpreted  as  being  emotionally 
and  even  politically  inspired. 

Both  the  science  of  medicine  and 
the  science  of  society  are  branches 
of  the  science  of  biology.  This  being 
so.  it  seems  no  unreasonable  to  in- 
sist that  both  be  treated  in  the  same 
objective,  critical  and  expectant 
manner,  and  also  to  insist  that  if 
Harvard  Medical  School  is  to  ad- 
venture into  this  new  field,  a  field  of 
all  fields  most  deep  and  difficult,  it 
should  do  as  it  has  done  in  all  the 
various  branches  of  the  medical 
sciences  —  establish  a  department 
to  deal  with  it. 

The  subject  is  far  from  new. 
Since  the  first  appearance  of  Homo 
sapiens,  it  has  been  man's  great  con- 
cern, and  over  the  centuries  has 
been  considered  by  the  finest  minds 
that  the  species  has  produced.  This 
being  so,  should  not  the  first  business 
of  any  scientist  entering  this  field  be 
to  do  as  any  scientist  does  in  at- 
tacking any  problem:  familiarize 
himself  with  what  has  already  been 
thought,  said,  and  done  on  the  sub- 
ject. This  would  include  a  complete 
knowledge  and  understanding  of 
the  contributions  of  Thales,  Pythag- 
oras, Heraclitus,  Herodotus.  Par- 
menides,  Empedocles,  Plato,  Aris- 
totle, Euclid,  Democritus.  Zeukipus 
and  all  of  the  great  minds  in  philos- 


ophy and  science  who  since  that 
time  have  applied  these  minds  to  this 
engrossing  subject  as  diligently, 
comprehensively  and  as  enthusi- 
astically as  did  these  great  Greeks 
of  the  tremendous  flowering  of 
thought  in  the  6th  and  5th  centuries 
B.C.  —  such  men  as  Roger  and 
Francis  Bacon.  Galileo,  Abelard, 
Thomas  Aquinas.  Pascal,  etc.,  etc., 
down  to  Newton,  Berkeley,  Locke, 
Hobbs,  Darwin  and  Wallace  and 
almost  any  great  figure  one  can 
name  in  science  and  philosophy. 
It  would  require  a  basic  understand- 
ing of  mathematics,  which  by  ab- 
straction and  its  insistence  on  abso- 
lute definition,  is  the  greatest  tool 
which  man  has  invented  for  expos- 
ing fallacies  and  approaching  truth. 
Since  the  phenomena  of  history  are 
the  only  available  data  it  would  re- 
quire a  thorough  grounding  in  his- 
tory, which  is  a  record  not  only  of 
man's  achievements  and  failures 
but  is  also  an  open  book  to  an  un- 
derstanding of  man's  nature. 

It  is  not  long  ago  that  men  of 
such  broad  education  and  enlight- 
ened understanding  were  readily 
available.  This  was  before  Charles 
Eliot  decided  that  seventeen  and 
eighteen  year  olds  were  competent 
to  decide  what  studies  they  would 
pursue;  it  was  before  John  Dewey;  it 
was  before  our  uneducated  educa- 
tionists decided  that  Latin  and 
Greek,  being  dead  languages,  should 
be  dropped  from  the  curriculum;  it 
was  before  science  and  mathematics 
were  separated  from  "the  humani- 
ties"; it  was  before  our  uneducated 
reformers  decided  that  history  was 
a  tragedy  of  errors;  and  it  was  before 
the  chief  responsibility  of  teaching 
our  youth  was  turned  over  to  youths 
scarcely  older  or  wiser  than  those 
they  taught. 

I  have  said  that  it  was  not  long 
ago  that  men  of  such  broad  educa- 
tion were  not  hard  to  find.  Through- 
out the  length  and  breadth  of  the 
land  the  great  universities  and  col- 
leges and  the  many,  many  small  col- 
leges (many  of  them  parochial)  of- 
fered a  curriculum  which  served  as 
an  introduction  and  a  stimulus  to 
the  pursuit  of  learning.  A  few  of  the 


most  intelligent  of  their  graduates, 
realizing  that  this  truly  was  but  an 
introduction  and  that  education  was 
a  lifetime  undertaking,  went  on  to 
read  wisely  and  think  deeply  and 
by  so  doing  eventually  became  truly 
wise.  No  school  produced  many,  but 
all  together  the  number  was  large. 
Today  they  are  all  dead  and  today 
we  must  search  not  only  the  United 
States  but  the  whole  world  to  find 
one  to  head  such  a  department  as  I 
have  suggested  for  Harvard  Medical 
School,  men  who  in  this  field  of  the 
physiology  and  pathology  of  society 
are  imbued  with  what  Nicholas 
Cusanus  described  as  a  "learned  ig- 
norance" or  men  who  could  say  with 
Bishop  Butler.  "Since  things  are  as 
they  are  and  the  consequences  of 
them  will  be  what  they  will  be,  I  do 
not  see  why  we  should  try  to  de- 
ceive ourselves." 

Everyone  is  naturally  distressed 
by  the  horrors  of  war.  This  being  so, 
it  is  natural  for  some  to  jump  to  the 
unwarranted  conclusion  that  peace 
is  good  and  war  is  bad.  This  is  not 
so  and  never  has  been  so.  Certainly 
we  should  ask  "For  whom  is  peace 
good?"  And  perhaps  we  should  be 
so  reactionary  as  to  argue  with  that 
arch  conservative  Edmund  Burke 
who  said,  "In  any  matter  concerning 
human  affairs  I  refuse  to  give  praise 
or  blame  to  any  principle  in  all  the 
loneliness  and  nakedness  of  meta- 
physical abstraction.  When  men 
speak  of  liberty  I  must  ask  them 
'Liberty  for  whom  to  do  what?'  "  In 
this  vein  perhaps  we  should  do  as 
the  medical  or  any  other  scientific 
investigator  does  before  setting  up 
his  experiment:  look  up  what  al- 
ready has  been  thought  and  said  on 
the  subject. 

If  Harvard  Medical  School  wishes 
to  speak  authoritatively  on  this  sub- 
ject, should  it  not  establish  a  depart- 
ment on  the  science  of  society; 
and  should  not  the  motto  of  this  so- 
ciety be  as  it  is  for  medicine:  "Life 
is  short  and  the  art  long  to  learn,  in- 
vestigation tedious,  experience  falla- 
cious, experiment  dangerous,  judg- 
ment difficult  and  the  truth  obscure." 

Jerome  R.  Head,  Sr.  '22 
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J.  Englebert  Dunphy  '33,  Loyal  Davis, 
Frank  Davis,  and  myself.  It  really  is  a 
great  medical  school." 


1926 


Everett  D.  Kiefer  writes  to  us  from 
New  Hampshire  to  say  that  he's  still  in 
active  part-time  practice  with  the 
Laconia  Clinic. 


1929 


1912 


Joseph  L.  Murphy  sends  his  greet- 
ings and  writes:  "Although  my  health 
remains  fine,  I  retired  in  January." 


19l8 


We  deeply  apologize  to  Dr.  James 
R.  Lincoln  for  our  error  in  the  Alumni 
Notes,  September-October  1972.  Dr. 
Lincoln  is  professionally  active,  main- 
taining office  hours  five  days  during 
the  week  and  employing  a  medical  sec- 
retary. He  retains  hospital  contact  as  a 
member  of  the  Honorary  Medical  Staff 
and  is  a  member  of  the  Countway  Li- 
brary which  he  makes  use  of  at  fre- 
quent intervals.  It  is,  however,  Austin 
W.  Cheevers  14  whom  Dr.  Lincoln 
visited  with  in  April,  who  is  not  in  ac- 
tive practice. 


1920 


With  a  net  income  last  year  of  $4.50, 
Warner  Ogden  is  now  "99'/2  percent 
retired."  "My  wife  and  I  spend  our 
summers  on  the  St.  Croix  River  be- 
tween Minnesota  and  Wisconsin  and 
our  winters  in  Carmel,  California.  I'm 
in  fairly  good  health  except  for  oc- 
casional gout.  Should  give  up  steaks 
and  liquor,  but  who  minds  a  rare  bit 
of  gout  anyway!" 


I924 


Acadia  University,  Wolfville,  Nova 
Scotia,  recently  dedicated  a  new  sci- 
ence building  in  honor  of  Charles  B. 
Huggins.  Dr.  Huggins  is  the  1966 
Nobel  Prize  Winner  in  Medicine  for 
studies  made  in  the  late  1930's  when 
his  finding  that  female  sex  hormones 
could  shrink  prostatic  cancer  led  to  the 


first  successful  chemotherapy  for  a 
malignancy  in  humans.  Dr.  Huggins  is 
now  the  William  B.  Ogden  Distin- 
guished Service  Professor  in  the  Ben 
May  Laboratory  for  Cancer  Research 
and  in  Surgery  at  the  University  of 
Chicago.  Along  with  the  dedication,  a 
bust  of  Dr.  Huggins,  similar  to  one 
dedicated  last  April  at  the  University 
of  Chicago,  was  presented  to  Acadia, 
commissioned  by  Mr.  and  Mrs.  Albert 
Pick,  Jr.  of  Chicago. 

Alberto  Hurtado  has  been  the  first 
scientist  to  be  awarded  the  newly  cre- 
ated Bernardo  A.  Houssay  Award  by 
the  Organization  of  American  Estates. 
Dr.  Hurtado  is  an  outstanding  investi- 
gator on  the  effects  of  low  barometric 
pressure  on  human  physiology.  He  has 
published  several  papers  on  hipoxia 
and  is  responsible  for  the  discovery  of 
the  lower  sensitivity  of  the  respiratory 
center  to  carbon  dioxide  as  a  cause  of 
"chronic  mountain  sickness,"  chronic 
hipoxia. 
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Howard  A.  Patterson  writes  of  his 
family:  "One  of  the  boys  was  seventh 
generation  at  the  University  of  North 
Carolina  and  there  followed  four  years 
of  med  school  and  five  years  of  surgical 
training.  The  second  boy  is  now  a  top 
architect  holding  top  honors  at  Kent 
School,  Williams  College  and  MIT. 
My  only  daughter  was  an  honor  stu- 
dent at  Westover  and  at  Smith  College, 
and  worked  as  a  research  associate  at 
Sloan  Kettering,  New  York,  N.Y.  be- 
fore marrying  an  oral  surgeon  and 
moving  to  the  beautiful  Schoharie  Val- 
ley with  her  husband,  her  children,  and 
her  ponies."  Dr.  Patterson  notes  that 
"as  a  past  president  of  the  American 
College  of  Surgeons.  I  was  greatly  en- 
tertained by  the  fact  that  the  three 
chief  officers-elect  of  the  College  are 
all  HMS  graduates.  We  have  had  quite 
a  few  'Brighamites'  as  presidents  in- 
cluding Robert  M.  Zollinger,  Jr.  '59, 


Charles  Bradley  joyously  announces 
he  is  "retired  and  enjoying  it!" 

A  testimonial  dinner  was  held  in 
honor  of  Duane  Carr  and  his  wife  in 
Memphis,  Tenn.,  on  Sept.  21,  1972. 
Dr.  Carr  was  recently  named  clinical 
professor  of  surgery  emeritus  at  the 
University  of  Tennessee  Medical  Units 
following  his  retirement  from  active 
practice  Sept.  1.  1972.  He  was  the  first 
trained  thoracic  surgeon  to  practice  in 
Memphis  and  founded  the  thoracic 
surgery  training  program  at  UT  which 
has  produced  many  chest  surgeons. 

George  H.  Humphreys  is  "now  to- 
tally retired  from  clinical  surgery,  but 
continues  a  teaching  assignment  at 
P&S." 

Now  that  he's  fully  retired,  Albert 
E.  Morris  notes:  "The  throwaway 
journals  and  drug  samples  have  stopped 
coming." 

For  a  quick  "catch-up"  of  his  chil- 
dren. Albert  Quintiliani  reports:  "Al- 
bert Jr.  has  been  appointed  assistant 
professor  of  medicine  (dermatology) 
at  the  University  of  Washington  Med- 
ical School.  Richard  is  chief  of  infec- 
tious diseases  and  assistant  director  of 
medicine  at  the  University  of  Con- 
necticut Medical  School  .  .  .  and  I'm 
still  practicing  part  time." 
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Edward  S.  Rogers  writes  from  Ari- 
zona: "We  are  enjoying  life  in  Green 
Valley.  Last  June,  two  years  after  re- 
tirement from  the  faculty  at  U.  C. 
Berkeley,  I  was  invited  back  to  receive 
the  Berkeley  Citation  'for  distinguished 
achievement  and  notable  service  to  the 
University'." 


mi 


Charles  F.  Ferguson  has  co-authored 
a  600-page  textbook  entitled  Pediatric 
Otolaryngology,    (Saunders,    Philadel- 
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